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FOREWORD

We are pleased to present the Virginia School Health Guidelines, a resource document
for school and public health personnel. It was developed and published under the
leadership of the Virginia Department of Health in collaboration with the Virginia
Department of Education through a joint venture with the Virginia Institute for
Developmental Disabilities and Virginia Commonwealth University, School of Nursing,
Community Nursing Organization.

This document is intended to enhance the educational process by providing guidance to
and resources for school administrators, school nurses, teachers, and other staff members
on the development, implementation, and evaluation of a comprehensive or coordinated
approach to school health. It presents up-to-date, practical health information and
recommendations for developing local programs and policies related to school health
programs. Federal and state laws and regulations, local needs, professional personnel
from educational and hedlth care fields, and the availability of resources will influence
how this publication can be adapted for local use.

The development of the Virginia School Health Guidelines exemplifies the commitment
of the Virginia Department of Health and Virginia Department of Education to ensure
that all schoolsin the Commonwealth have a safe and healthy |earning environment.

E. Anne Peterson, M.D., M.P.H. Paul D. Stapleton

Acting State Health Commissioner Superintendent of Public Instruction
Virginia Department of Health Virginia Department of Education
Date Date
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PREFACE

Purpose

Resour ce Book. This manual is aresource book that contains basic information,
guidelines, and recommendations for establishing and enhancing a school health
program. It reflects a growing emphasis on the role of school health in prevention of
disease and health promotion and wellness for students. The purpose of this manual isto
provide guidelines for local school divisions to develop or strengthen their school health
program at the individual, school program, or community level.

These guidelines are intended to:

¢ Providedirection for school divisionsto develop a school health program at the local
level.

¢ Increase the awareness of school health issues and strategies that can be used to
address these issues.

¢ Provide guidelines for primary prevention.
¢ Serveasaguide for appropriate practices that relate to school health.
¢ Provide aguide for development of local school health policies and programs.

¢ Serveasatool for orienting new school personnel.

Who Should Use This Manual

Intended Audience. The intended audience for this manual is the professional who has
responsibility for one or more components of a school health program. The professionals
may include, but are not limited to, the following:

¢ School health services personnel, such as school nurses, nurse practitioners,
physicians, school-based health center staff, and health educators.

¢ Administrators, such as superintendents, assistant superintendents, and principals.
¢ Teachers.

Although this manual is written for professionals, it may also be used by other persons
who are involved in a school health program to increase their understanding of the issues
involved in school health. These persons might include:

¢ School health aides.
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¢ Classroom aides.
¢ Parents and parent advocates.

¢ Students, when appropriate.

What This Manual Includes

A school health program includes the following eight components: (1) parent/community
involvement; (2) healthful school environment; (3) health services; (4) health education;
(5) physical education; (6) nutrition services; (7) counseling, psychological, and social
services; and (8) health promotion for school staff.

This manual directly addresses the three traditional components of a school health
program (health services, health education, and healthful school environment) and parent
and community involvement.

In addition, this manual indirectly addresses counseling, psychological, and social
services; nutrition services; and physical education.

The remaining component of a school health program, health promotion for staff, is not
addressed in this manual.

Multiple school health program documents and references are cited throughout this
manual.

How to Use This Manual

This manual is organized into six sections, as follows:

1. School Health Programs. Provides an overview of school health programsincluding
models, historical development, and planning steps.

2. Parent and Community Involvement: Describes ways of involving parents and the
community in school health programs through local school health advisory boards
and partnerships.

3. School Health Services: Provides information on school health services models;
facilities, appraisal, preventive, and remedial aspects; and evaluation guidelines.

4. Health Education: Provides information about school health education assessment,
standards, planning steps, and resources.



5. Environment: Providesinformation on school building and environmental standards,
indoor air quality and other environmental concerns, school maintenance and
sanitation, disposal of medica waste, school food service, water supply, and lighting.

6. Appendices: Includes Code of Virginia citations, data collection tools, first aid
guidelines, special education terminology definitions, required forms, sample letters,
and immunization and infectious disease information.

In each of these sections, there are guidelines for assessing the school health component,
guidelines for establishing or enhancing the component, requirements associated with the
component as defined by the Code of Virginia or federal guidelines, and recommended
practice guidelines.

Note: Although these guidelines reflect the most up-to-date information at time of
publication, users of the Virginia School Health Guidelines are advised to confirm
federal, state, and local laws, regulations, and policies when using this manual to plan,
implement, and evaluate school health programs.

School Health Programs

Parents have the primary responsibility to assure the heath and well-being of their
children. Private health care providers and government services are resources to help
parents deal with the health needs of their children. Since children spend most of their
awake hours in school and since healthy kids make better students, schools can play an
important role in helping parents successfully assure the health and well-being of their
children.

The Need. For young people today to succeed in school, and ultimately in life, they must
learn to read, write, and master mathematics. Perhaps less apparent, however, is the fact
that problems can adversely affect not only a young person’s health but also their ability
to learn. More children with special health care needs and chronic illnesses are entering
our school daily. Furthermore, schools must deal with students who suffer from
substance abuse, communicable diseases, physical and sexual abuse, eating disorders,
chronic illnesses, grief and depression, teen pregnancy, sexually transmitted diseases
such asHIV and AIDS, and violence. Such physical, mental, and emotional health
problems cause students to miss school, lack energy, be distracted, or have significant
problems that may impair their and other students' ability to learn as well as the school’s
ability to provide a safe and stable learning environment.

A school health program should include (1) parent and community involvement; (2)
healthful school environment; (3) health services; (4) health education; (5) physical
education; (6) nutrition services; (7) counseling, psychological, and social services; and
(8) health promotion for staff.



Framework. Thismanual uses as its overarching framework the importance of parental
involvement in its examination of the elements of school health and recommendations for
implementing different aspects of a school health program. Users of this manual are
likewise encouraged to encompass parent and community involvement as a backdrop in
all aspects of their school health program.
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VIRGINIA SCHOOL HEALTH GUIDELINES

CHAPTER 1

Introduction to School Health Programs

This chapter presents overview information about establishing or enhancing school
health programs. It also provides some background information on the evolution of
school health programsin Virginia. In addition, it provides guidelines on program
development.

In This Chapter

Describing the Components of a School Health Program
¢ Three-Component Model
¢ Eight-Component Model
¢ Full-Service Schools Model
Terminology: Comprehensive Versus Coordinated
Reviewing History: Legidative Studies
¢ TheHeath Needs of School-Age Children
¢ A Study on Ways to Encourage Local School Divisions to Recognize the
Importance of School Nurses and the Feasibility of Establishing Standards for
School Health Services
¢ Current Health Programs in the Public Schools of Virginiaand the Efficacy and
Appropriateness of Adopting a Comprehensive Approach to Health Education
¢ Report on the Needs of Medically Fragile Students
¢ Findings and Recommendations of the Blue Ribbon Commission on School
Health
Developing a Program: Infrastructure and Planning Process Steps
¢ Infrastructure
¢ Planning Process Steps
Establishing Roles of Personnel: Position Descriptions
School Nurse: Registered Nurse
School Nurse: Licensed Practical Nurse
School Nurse Practitioner
School Health Supervisor/Coordinator: Registered Nurse
Unlicensed Assistive Personnel
School Health Volunteer
¢ School Health Physician
Delineating Roles and Responsibilities for the Safe Delivery of Specialized Health Care
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Describing the Components of a School
Health Program

Overview

Definition. There are avariety of definitions of a school health program. The following
definition of a comprehensive school health program was established by the Institute of
Medicine (IOM) Committee on Comprehensive School Health Programs in Grades K-12.
1

A comprehensive school health program is an integrated set of
planned, sequential, school-affiliated strategies, activities, and
services designed to promote the optimal physical, emotional,
social, and educational development of students. The program
involves and is supportive of families and is determined by the
local community, based on community needs, resour ces, standards,
and requirements. It is coordinated by multidisciplinary team and
is accountable to the community for program quality and
effectiveness. 2

Models. There are avariety of models that have been used to describe the components of
aschool health program. Three of the most common models are summarized below.

¢ TheThree-Component Model. Originating in the early 1900s and evolving
through the 1980s, the three-component model is considered the traditional
model of a school health program, consisting of the following basic components:
(2) health education, (2) health services, and (3) a healthful environment.

¢ TheEight-Component Model. Inthe 1980s, the three-component model was
expanded into an eight-component model—traditionally referred to asa
“comprehensive school health program”—consisting of the following
components:. (1) health education; (2) health services; (3) healthy school

! The Committee on School Health in Grades K-12 was convened by the Institute of Medicinein late 1994
to carry out a study of comprehensive school health programsin grades K-12 to examine the structure,
function, and potential of these programs. The study findings, conclusions, and recommendations are
published in Allensworth, D., Lawson, E., Nicholson, L., and Wyche. J., (1997), School & Health: Our
Nation’'s Investment, National Academy Press, Washington, D.C.

2 Allensworth, D., Lawson, E., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 2). Washington, D.C.: National Academy Press.

3 Allensworth, School & Health, (pp. 3, 59).
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environment; (4) physical education; (5) nutrition services; (6) health promotion
for school staff; (7) counseling, psychological, and socia services; and (8) parent
and community involvement.

¢ Full-Service Schools. In recent years, additional models, definitions, and
descriptions have emerged that build on previous models, including the full-
service school model. In addition to quality education, a full-service school
model involves a one-stop, seamless ingtitution, where the school is the center
for providing awide range of health, mental health, social, and/or family
services.

While the most frequently encountered models and definitions of school health programs
have much in common, no single model is best. A school health program should be
locally tailored—with involvement of all critical stakeholders—to meet each
community’ s needs, resources, perspectives, and standards.

Recommendation

Essential Elements. While there is no one universally accepted definition and model of
a school health program, the following essential elements should be considered in
designing a school health program. *

¢ Services, which include health services (which depend on the needs and
preference of the community and include services for students with disabilities
and special health care needs and the traditional first aid, medication
administration, and screening services), counseling, psychological, and social
services (which promote academic success and address the emotional and mental
health needs of students), and nutrition and food services (which provide
nutritious meals, nutrition education, and a nutrition-promoting school
environment).

¢ Education, which includes health education (which addresses the physical,
mental, emotional, and social dimensions of health), physical education (which
teaches the knowledge and skills necessary for lifelong physical fitness), and
other curricular areas (which promote healthful behavior and an awareness of
health issues as part of their core instruction).

¢ School Environment, which includes the physical environment (involving
proper building design, lighting, ventilation, safety, cleanliness, freedom from
environmental hazards that foster infection and handicaps, safe transportation
policies, and having emergency plansin place), the policy and administrative

* Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 2-3). Washington, D.C.: National Academy Press.



environment (consisting of policies to promote health and reduce stress, and
regulations ensuring an environment free from tobacco, drugs, weapons, and
violence), the psychosocial environment (including a supportive and nurturing
atmosphere, a cooperative academic setting, respect for individual differences,
and involvement of families), and health promotion for staff (in order that staff
members can become positive role models and increase their commitment to
student health).

¢ Community Participation, which includes parent and community involvement
(which consists of involving awide range of community stakehol ders—parents,
students, educators, health and social service personnel, insurers, and business
and political leaders—to develop and form the structure of the school health
program tailored to meet each local community’ s needs, resources, perspectives,
and standards).

Although the schools are accountabl e to the community and provide acritical facility
within which many agencies can work together to maintain the well-being of students,
they cannot be expected to address the student’ s serious health and social problemsin the
school setting without assistance from the community. Families, healthcare workers, the
media, religious organizations, community organizations that serve children and
adolescents, and young people themselves must also be involved.

Subsections

The following subsections describe key features of the three- and eight-component
models for a school health program and the full-service schools model:

¢ Three-Component Model
¢ Eight-Component Model

¢ Full-Service Schools Model
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The Three-Component Model

Traditional Model. Originating in the early 1900s and evolving through the 1980s, the
three-component model is considered to be the traditional model of a school health
program. According to this model, a school health program consists of the following

three basic components. °
1. Hedth Instruction
2. Health Services

3. Healthful School Environment

Definitions. The definitions of each component of the traditional school health program

model are presented below.

Key Features of a Traditional School Health Program

Component

Definition

Hedlth Instruction

Accomplished through a comprehensive
health education curriculum that focuses on
increasing student understanding of health
principles and modifying health-related
risk behaviors.

Health Services

Focuses on prevention and early
identification and redemption of student
health problems.

Healthful School Environment

Concerned with the physical and
psychosocia setting and such issues as
safety, nutrition, food services, and a
positive learning atmosphere

® Allensworth, D., Lawson, E., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 52). Washington, D.C.: National Academy Press.



The Eight-Component Model

CDC Model. The Centersfor Disease Control and Prevention (CDC) eight-component
model of a comprehensive school health program consists of the following interactive
components. ©

1. Health Education

2. Physical Education

3. Health Services

4. Nutrition Services

5. Health Promotion for Staff

6. Counseling, Psychological, and Social Services
7. Heathful School Environment

8. Parent and Community Involvement

The following is a summary of CDC’ s definitions and descriptions of each component of
a comprehensive school health program.

Key Features of a Comprehensive School Health Program

Component/Definition Description

Health Education ¢ Designed to motivate and assist students to maintain and
_ improve their health, prevent disease, and reduce health-
A planned, sequential, related risk behaviors.

K-12 curriculum that

ddr the physical, ¢ Allows students to develop and demonstrate increasingly

mental. emotional, and sophisticated health-related knowledge, attitudes, skills,

social dimensions of and practices. _ _ _
health. ¢ Includes avariety of topics, such as personal health, family

health, community health, consumer health, environmental
health, sexuality education, mental and emotional health,
injury prevention and safety, nutrition, prevention and
control of disease, and substance use and abuse.

¢ Qualified, trained teachers provide health education.

® Centers for Disease Control and Prevention. (1998). A Comprehensive School Health Program[On-line].
Available: http://www.cdc.gov/nccdphp/dash/cshpdef.htm.
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Key Features of a Comprehensive School Health Program

Component/Definition Description

Physical Education

A planned, sequential
K-12 curriculum that
provides cognitive

content and learning

experiencesin a variety

of activity areas.

L 2

Promotes each student’ s optimum physical, mental,
emotional, and social development through a variety of
planned physical activities.

Promotes activities and sports that all students enjoy and
can pursue throughout their lives.

Includes such activities as basic movement skills; physical
fitness; rhythms and dance; games; team, dual, and
individual sports; tumbling and gymnastics; and aquatics.

Qualified, trained teachers teach physical activity.

Health Services

Services provided for
students to appraise,
protect, and promote
health.

Designed to ensure access or referral to primary health care
services or both.

Fosters appropriate use of primary health care services.

Prevents and controls communicable disease and other
health problems.

Provides emergency care for illness or injury.

Promotes and provides optimum sanitary conditions for a
safe school facility and school environment.

Provides educational and counseling opportunities for
promoting and maintaining individual, family, and
community health.

Qualified professionals (such as physicians, nurses,
dentists, health educators, and other allied health
personnel) provide these services.

Nutrition Services

Accessto a variety of
nutritious and
appealing meals that
accommodate the
health and nutrition
needs of all students.

Reflects the U.S. Dietary Guidelines for Americans and
other criteriato achieve nutrition integrity.

Offers students a learning laboratory for classroom
nutrition and health education.

Serves as aresource for linkages with nutrition-rel ated
community services.

Qualified child nutrition professionals provide these
Services.




Key Features of a Comprehensive School Health Program

Component/Definition Description

Health Promotion for
Staff

Opportunities for
school staff to improve
their health status
through such activities
as health assessments,
health education, and
health-related fitness
activities.

¢

Encourages school staff to pursue a healthy lifestyle that
contributes to their improved health status, improved
morale, and a greater personal commitment to the school’s
overall comprehensive health program.

Personal commitment often transfers into greater
commitment to the health of students and creates positive
role modeling.

Improves staff productivity.
Decreases staff absenteeism.
Reduces health insurance costs.

Counseling and
Psychological/Social
Services

Services provided to
improve students
mental, emotional, and
social health.

Includes individual and group assessments, interventions,
and referrals.

Organizational assessment and consultation skills of
counselors and psychologists contribute not only to the
health of students but also to the health of the school
environment.

Professionals (such as certified school counselors,
psychologists, and social workers) provide these services.

Healthful School
Environment

The physical and
aesthetic surroundings
and the psychosocial
climate and culture of
the school.

Factors that influence the physical environment include the
school building and the area surrounding it, any biological
or chemical agents that are detrimental to health, and such
physical conditions as temperature, noise, and lighting.

Psychological environment includes the physical,
emotional, and social conditions that affect the well-being
of students and staff.

Parent/Community
Involvement

An integrated school,
parent, and community
approach for
enhancing the health
and well-being of
students.

Builds support for school health program efforts through
school health advisory councils, coalitions, and broadly-
based constituencies for school health.

Schools should actively solicit parent involvement and
engage community resources.
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The Full-Service Schools Model

Full Service School Model. A recent model in the evolution of school health programs
isthe full-service school. Under this model, the charge to the community is to bring into
the school awide range of services, including health, mental health, employment
services, child care, parent education, case management, recreation, cultural events,
welfare, community policing, and whatever else may fit into the picture based on the
needs of the community. Theresult isatype of “one-stop” system—facilities that can
offer a seamless experience for the students, parents, and staff. ’

Seamless I nstitution. According to Dryfoos, the ideal full-service school encompasses
both quality education and support services, where school and community agency
personnel have common and shared goals and participate in joint decision making. The
result of this new kind of “seamless’ institution is a community-oriented school with
joint governance structure that allows maximum responsiveness to the community, as
well as accessibility and continuity for those most in need of services. ®

Quality Education. According to the Institute of Medicine (IOM) Committee on
Comprehensive School Health programsin Grades K-12, a full-service school provides a
quality education for students, which includes individualized instruction, team teaching,
cooperative learning, a healthy school climate, alternative to tracking, parental
involvement, and effective discipline. The school and/or community agencies
collaborate together to provide comprehensive health education, health promotion, social
skills training, and preparation for the world of work. °

Support Services. Furthermore, according to the [IOM Committee, the continuum of
services to be provided by community agencies at the full-service school include health
services (e.g., heath and dental screening), nutrition counseling and weight management,
mental health services (e.g., individual counseling, crisisintervention, and substance
abuse treatment and follow-up services), family welfare, and social services (e.g., child
care, parent literacy, employment training, legal services, recreational and cultural
activities, and basic services for housing, food, and clothing). *°

! Dryfoos, Joy G. (1994). Full-Service Schools: A Revolution in Health and Social Services for Children,
Youth, and Families. San Francisco, Calif.: Jossey-Bass Publishers.

8 lbid.

o Allensworth, D., Lawson, L., Nicholson, L., and Wyche, J. (Eds.) (1997). Schools & Health: Our
National’s Investment (p. 59). Washington, D.C.: National Academy Press.

1 Ibid.
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| dealized Model of the Full-Service School. Exhibit 1 presents a summary of broad
categories of services that can be put together to make a full-service school. According
to Dryfoos, the components listed are based on existing program experiences and on
findings of a study of one hundred successful prevention programs in the separate fields
of substance abuse, teen pregnancy, delinquency, and school failure. This model
represents the belief that there is no one single program or component that can
significantly change the lives of disadvantaged children, youth, and families. Rather, it
incorporates a variety of interventions that can result in measurable change. ™

Exhibit 1. Full-Service Schools: One-Stop, Collabor ative I nstitutions.

Quality Education Provided by  Support Service Provided by

Schools Community Agencies
Effective basic skills Health screening and services
Individualized instruction Dental services

Team teaching Individual counseling
Cooperative learning Substance abuse treatment
School-based management Mental health services
Healthy school climate Nutrition/weight management
Alternatives to tracking Referral with follow-up
Parent involvement Basic services. housing, food, clothes
Effective discipline Recreation, sports, culture

Mentoring

Provided by Schools or Family welfare services

Community Agencies Parent education, literacy

Comprehensive health education Child care

Health promotion Employment training/jobs

Social skillstraining Case management

Preparation for the world of work  Crisisintervention

(life planning) Community policing

Source: Adapted from Dryfoos, Joy G. (1994). Full-Service Schools: A Revolution in Health
and Social Services for Children, Youth, and Families (p.13). San Francisco, Calif.: Jossey-
Bass Publishers.

According to Dryfoos, there is no one particular model of school-based services.
Throughout the country, avariety of models exist and are referred to by a variety of
names, including school-based health clinics, youth service centers, family resource
centers, full-service schools, wellness centers, student service centers, and community
schools. Although such school-based services offer different services and are referred to
by different names, what they all have in common istheir location in or near the school.

1 bBryfoos, Joy G. (1994). Full-Service Schools: A Revolution in Health and Social Services for Children,
Youth, and Families. San Francisco, Calif.: Jossey-Bass Publishers.

10
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Being located in or near a school opens up access to students and their family for all
kinds of health and social services. In practice, “full service’ isdefined by a particular
community and school, with an array of servicesthat are needed, feasible to providein or
near the school, and acceptable to the school division and the community. *2

12 bryfoos, Joy G. (1994). Full-Service Schools: A Revolution in Health and Social Services for Children,
Youth, and Families. San Francisco, Calif.: Jossey-Bass Publishers.
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Terminology: Comprehensive Versus
Coordinated

Coordinated School Health Program. There has been much discussion over the term
“comprehensive” in describing a school health program. A number of organizations have
proposed changing the term to “ coordinated” school health program. These
organizations state that “ comprehensive school health programs” have been confused
with “comprehensive school health education,” which relates to instruction, and that the
term “comprehensive” implies a need for new expanded resources that overburdened
school divisions cannot provide. The term “coordinated,” on the other hand, implies
consolidating and expanding existing resources, which is more feasible for school
divisions, *®

Compr ehensive School Health Program. Persons who favor keeping the term
“comprehensive” believe that the change to “coordinated” would undermine the progress
made in promoting the concept of a*“comprehensive’ school health program. They
believe that while having consistent terminology is important, more important is the
understanding that health must be an integral part of a school program. **

Institute of Medicine. In late 1994, an Institute of Medicine (IOM) Committee was
convened to carry out a study of comprehensive school health in grades K-12. In 1995,
the committee published an interim statement that included the following provisional
definition of a comprehensive school health program (CSHP):

A comprehensive school health program is an integrated set of
planned, sequential, school-affiliated strategies, activities, and
services designed to promote the optimal physical, emotional,
social, and educational development of students. The program
involves and is supportive of families and is determined by the
local community, based on community needs, resources,
standards, and requirements. It is coordinated by a
multidisciplinary team and is accountable to the community for
program quality and effectiveness.®

B Marx, E., and Wooley, S.F. (Eds.). (1998). Health |s Academic: A Guide to Coordinated Health
Programs (pp. xii-xx). New York, N.Y.: Teachers College Press.

¥ Marx, E., and Wooley, SF. (Eds.). (1998). Health Is Academic: A Guide to Coordinated Health
Programs (pp. xii-xx). New York, N.Y.: Teachers College Press.

> Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1995). Defining a Comprehensive
School Health Program:  An Interim Statement (p.2). Washington, D.C.: National Academy Press.

12
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Each term printed in bold is further described and discussed in the IOM interim statement
and final report. Below isabrief summary of the terms “comprehensive” and
“coordinated,” as defined by the |lOM Committeein itsfinal report.

Comprehensive means inclusive, covering completely and broadly,
and refers to a broad range of components. It should be
emphasized, however, that programs and services actually
delivered at the school site may not provide coverage by
themselves but are intended to work with and complement the
efforts of families, primary sources of health care, and other health
and social service resources in the community to produce a
continuous and complete system to promote and protect students
health. *®

Coordinated means brought into combined action to cause
separate elements to function in a smooth concerted manner.
Coordination implies a formal relationship and blurring of
boundaries between coordinating partners, although partners can
still retain identity and affiliation to their profession. */

The IOM Committee concluded in its final report that its original provisional definition
of aCSHP was still valid and useful. The committee determined that its definition is
flexible, not overly prescriptive, and emphasized what the committee believes are the
crucial features of a CSHP—family and community involvement, multiple interventions,
integration of program elements, and collaboration across disciplines. The IOM
Committee believes that there is no single “best” definition or model for a CSHP but that
programs must be tailored to meet each community’ s needs, resources, perspectives, and
standards.™®

Council of Chief State School Officers (CCSSO) and the Association of State and
Territorial Health Officials (ASTHO). The CSSO and the ASTHO commissioned the
Academy for Educational Development (AED) to develop messages that chief school
officials and state health officials (SHOs) can use to encourage support for
comprehensive school health programs. Target audiences for these messages were: (1)
administrators, teachers, and other school staff, and (2) parents. Results of the qualitative
and quantitative research conducted by the AEO are published in a draft report entitled

18 Allensworth, D., Lawson, L., Nicholson, L., and Wyche, J. (Eds.) (1997). Schools & Health, Our
Nation’s Investment (p. 60). Washington, D.C: National Academy Press.

¥ Allensworth, Schools and Health, p. 62.

18 Allensworth, Schools and Health, p. 62.
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Devel oping Messages to Support Comprehensive School Health Programs:  Results of
Primary and Secondary Research. *°

Although the in-depth interview and focus group findings discussed in the report are
gualitative in nature, they provide useful insights for understanding the target audience's
thoughts and perceptions. The subsequent survey helped to measure the prevalence of
particular sentiments expressed by participants in the qualitative research.

Because the level of awareness of the term “comprehensive school health programs’ was
unlikely to be high among most of the audience groups, some research questions used
such phrases as “ school’ s approach to health” rather than “comprehensive school health
program,” or for that matter, “coordinated school health program.” As anticipated, few
participants were familiar with the term “ comprehensive school health programs,”
although, some school staff, such as the occasional principal or teacher, gave the
“correct” definition of a comprehensive school health program.

Readers of this manual are encouraged to review the final report for further information
on devel oping messages—targeted to parents, teachers and administrators—that support
the comprehensive or coordinated approach (even if it is not called that) as afoundation
of a successful school or a component of strengthening a school, not a complete solution.

Centersfor Disease Control and Prevention. The CDC eight-component model of a
school health program has been traditionally referred to as a“ Comprehensive School
Health Program,” consisting of the following interactive components: health education,
physical education, health services, nutrition services, health promotion for staff,
counseling and psychological services, healthy school environment, and
parent/community involvement. 2 However, in arecently published handbook, CDC
refersto the eight-component model as a“Coordinated School Health Program,” in
which the following definition is presented.

Coordinated School Health Program (CSHP). A planned and
coordinated school-based program designed to enhance child and
adolescent health, which consists of eight components: healthful
school environment; health services, health education; physical
education; counseling, psychological, and social services,

¥ Devel oping Messages to Support Comprehensive School Health Programs: Results of Primary and
Secondary Research, prepared for the Council of Chief State School Officers Association of State and
Territorial Health Officias by the Academy for Educational Development, 1255 23rd St., N.W.,
Washington, D.C. 20037, draft—May 29, 1997.

% Centers for Disease Control and Prevention. (1998). A Comprehensive School Health Program[On-
ling]. Available: http://www.cdc.gov/ncecdphp/dash/cshpdef.htm.

14
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nutrition services; family and community involvement; and health
promotion for staff.

The main premise of this definition of a*“coordinated school health program” isthat a
model involving all aspects of educational agencies (both state education agencies
[SEAS] and local education agencies [LEAS] and state health agencies [SHAS] and local
health agencies [LHAS]) will (1) eliminate program gaps and overlaps, (2) provide more
effective programming, and (3) improve the school’ s ability to enhance the health of
children and adolescents.?

Virginia’s Blue Ribbon Commission on School Health. In 1994, the Governor of
Virginia established the Blue Ribbon Commission on School Health to collaborate in
developing, implementing, and evaluating school health programs, in response to Senate
Joint Resolution No. 155, which was passed by the 1994 General Assembly. In 1995, the
Commission conducted a study on school health programsin Virginia. For the purpose
of its study, the Commission described a school health program in terms of the following
nine components: (1) health education, (2) health services, (3) healthful school
environment, (4) parent/community involvement, (5) counseling, (6) psychological and
Soci aI2 3servi ces, (7) nutrition services, (8) physical education, and (9) health promotion for
staff.

Virginia School Health Guidelines. This manual uses the term “school health
program.” Readers of this manual are encouraged to develop a definition or model of a
school health program that best meets their community’ s needs, resources, perspectives,
and standards.

The Virginia School Health Guidelines Task Force recommends that a school health
program should:

¢ Be based on the premise that parents have the primary responsibility to assure the
health and well-being of their children.

¢ Besupportive and involve families.

¢ Bedetermined by the local community and based on community needs, resources,
standards, and requirements.

2 Centers for Disease Control and Prevention. (1997). Coordinated School Health Program Infrastructure
Development: Process Evaluation Manual, (p. X1). Atlanta, Ga.: U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention.

%2 Centers for Disease Control and Prevention, Coordinated School Health Program Infrastructure, p. 2.

% Findings and Recommendations of the Blue Ribbon Commission on School Health. (1996). Senate
Document No. 29, Commonwealth of Virginia.



Be coordinated by a multidisciplinary team.

Be accountable to the community for program quality and effectiveness.

Include the following components: (1) parent and community involvement; (2)
healthful school environment; (3) health services; (4) health education; (5) physical

education; (6) nutrition services; (7) counseling, psychological, and social services;
and (8) health promotion for staff.

16
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Reviewing History: Legislative Studies

Overview

Historical Perspective. Prior to the mid-1800s, efforts to introduce health into public
schools were isolated and sparse. The “modern school health era” began in the mid-
1800s ** after the release of the Shattuck report, which recognized the role schools could
play in controlling communicable disease with their “captive audience” of children and
young people.

The eraof “medical inspection” began at the end of the nineteenth century when
“medical visitors’ went to schools and examined children thought to be “ailing.” ® The
role and advantages of school nurses began to be recognized around the turn of the
century after Lillian Wald, in 1902, demonstrated that nurses working in schools could
reduce absenteeism due to contagious diseases by 50 percent in a matter or weeks. 2’ The
range of school-linked health services was broad in the early twentieth century, and
school-based medical and dental clinics were set up to provide services, especialy to
indigent students.

World War | marked a turning point in the history of school health programs, with the
advent of the war making the problems of poverty more visible.?® New health promotion
philosophies and movement began to replace outmoded methods. During the years
immediately following World War |, the image of modern school health programs began
to emerge. Between 1918 and 1921, almost every state enacted laws related to health
education and physical education for school children, and school-based medical
inspection and screening continued into the 1930s. A number of school health
demonstration projects and studies were carried out between the 1920s and 1940s.

% pigg, R.M. (1992). The School Health Program: Historical Perspectives and Future Prospects. In
Principles and Practices of Sudent Health, Volume Two: School Health., H.M. Wallace, K. Patrick, G.S.
Parcel, and J.B. Igoe, eds. Oakland, Cadlif.: Third Party Publishing.

% Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (pp. 33-76). Washington, D.C.: National Academy Press.

% Means, R.K. (1975). Historical Perspectives on School Health. Thorofare, N.J.: Charles B. Stack.

" Lynch, A. (1977). Evaluating School Health Programs. In Health Services: The Local Perspective. A.
Levin, ed. New York, N.Y.: Academy of Political Science; Proceedings of the Academy of Political
Science, 32(3):89-105.

% Means, R.K. (1975). Historical Perspectives on School Health. Thorofare, N.J.: Charles B. Stack.
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Although the Great Society programs of the 1960s and 1970s brought an influx of
funding for school heath, most of these programs focused on disadvantaged and special
populations. 2° During the 1980s, the role of health and physical education in the
curriculum, as well as the perceived importance of school health for mainstream students,
came under question. However, since the mid- to late-1980s there has been a renewed
focus on the potential for schools to address health and socia problems. *

Evolution of Comprehensive School Health Programsin Virginia. The evolution of
school health programsin recent yearsin Virginia can be followed by reviewing recent
school health-related legislation and legidative studies. Key state laws related to school
health are cited throughout this manual and are contained in Appendix A. In addition,
summaries of key school health-related legislative studies are provided in the following
five subsections.

Subsections

The next five subsections contain summaries of the following school health-related
legidlative studies that were conducted in Virginia, including background information
and recommendations.

¢ The Health Needs of School-Age Children, Senate Document No. 22, Commonwealth
of Virginia, 1987.

¢ A Sudy on Ways to Encourage Local School Divisions to Recognize the Importance
of School Nursesand the Feasibility of Establishing Sandards for School Health
Services, House Document No. 19, Commonwealth of Virginia, 1989.

¢ Current Health Programs in the Public School of Virginia and the Efficacy and
Appropriateness of Adopting a Comprehensive Approach to Health Education, House
Document No. 21, Commonwealth of Virginia, 1992.

¢ Report on the Needs of Medically Fragile Sudents, Senate Document No. 5,
Commonwealth of Virginia, 1995.

¢ Findings and Recommendations of the Blue Ribbon Commission on School Health,
Senate Document No. 29, Commonwealth of Virginia, 1996.

2 Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 46). Washington, D.C.: National Academy Press.

% Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (pp. 46-47). Washington, D.C.: National Academy Press.

18
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Copiesof Legidative Reports. To obtain a complete copy of any of the above reports,
please contact the Virginia General Assembly, Legislative Services, at telephone (804)
786-3591. (Ask for each publication by document number and date of publication; e.g.,
“Senate Document No. 19, published in 1996.”)
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The Health Needs of School-Age Children (Senate
Document No. 22, 1987)

Background

In 1986, the Secretary’s Task Force on the Health Needs of School-Age Children was
assembled as an outgrowth of Senate Joint Resolution No. 76. The resolution requested
the Secretary of Human Resources to study the health needs of school-age children. The
recommendations are summarized below.

Recommendation

1.

The number of school nurses providing school health services should be increased to
allow for at least one school nurse in every school or aratio of one school nurse per
1,000 students.

Minimum standards for school health servicesin Virginia should be developed jointly
by the Departments of Education and Health.

The Departments of Education and Health should establish a nursing position within
the State Department of Education to supervise and coordinate the provision of
school health services in the Commonwealth.

The Department of Education should mandate family life education curriculumin
grades K-12 with an emphasis on promoting parental involvement and the fostering
of positive family living skillsin al public schools in the Commonwealth.

The Departments of Health and Education along with the Virginia Dental Association
should work together on a state and local level to coordinate dental care resources
and to increase dental screenings and educational programs.

A formal memorandum of agreement should be devel oped between the Secretary of
Human Resources and the Secretary of Education to address overlapping concerns
related to the health needs and care of school-age children.

The Boards of the Departments of Education and Health should establish aformal
agreement to meet jointly at aminimum of twice yearly to advise each of the
designated agencies on matters pertaining to school health services policy.

The Governor’s Task Force on indigent care as well as the Secretary of Human
Resources should specifically address the special health care needs of the school-age
child especially the medically indigent.

20
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9. The Departments of Education, Health, and Mental Health and Mental Retardation
should co-sponsor at regular intervals continuing education opportunities for school
nursing personnel on aregional basis.

10. The Departments of Health, Education, and Mental Health and Mental Retardation
should provide for school personnel continuing education opportunities about the new
morbidity facing today’ s school-age children.

11. Every school division within the state should have a school health advisory body
composed of public and private sector representatives to assist with school health

policy.

12. Aninterdisciplinary health care plan for school-age children at the local level should
be devel oped with technical assistance from the State Departments of Education,
Health, and Mental Health and Mental Retardation as requested. Such a plan should
include a component on methods of financing health care services to school-age
children.

13. Each school division within the state should establish formal interagency
agreements with appropriate community resources involved in the provision of
health care to school-age children. Appropriate community resources may include,
but should not be limited to, local health departments, community services boards,
social services agencies, institutions of higher education, private sector health
professionals, and others.

14. Local school boards should develop, whenever possible, strong relationships with
volunteer organizations and the business community for improving the delivery and
financing of health care for school-age children.

15. The Virginia Chapter of the American Academy of Pediatrics should encourage its
membership to provide aleadership role at the local level in advocating for and
providing a coordinated system of health care for school-age children.

16. The Virginia Congress of Parents and Teachers (PTA) and all other parent
organizations should vigorously undertake a parent awareness campaign to educate
parents about the health needs of school-age children and to increase parental
involvement in their children’s health.

17. Every school division should establish a cooperative agreement with a health care
provider to servein the capacity of consulting medical director to provide medical
care consultation and backup to nursing personnel.

18. Formal, written emergency medical procedures should be developed in every school
division within the state.
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19. The State Department of Education should direct all school divisionsto maintain
appropriate documentation on all student injuries as part of a program of
comprehensive risk management.

20. The State Department of Education should continue to monitor and insist that all
schools comply with state laws pertaining to vision and hearing assessments.

21. The Department of Education should direct all school divisions to provide timein the
curriculum for health education. Further, there should be a strong emphasis on health
promotion and disease and injury prevention programs.

22. The Department of Education should assist all school divisions with guidance on the
physical education curriculum to develop and emphasize individual fitness programs.

23. The Department of Education should encourage all school divisionsto establish after-
school programs addressing health issues and concerns.

22
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A Study on Ways to Encourage Local School Divisions to
Recognize the Importance of School Nurses and the
Feasibility of Establishing Standards for School Health
Services (House Document No. 19, 1989)

Background

The Department of Education, in cooperation with the Department of Health, was
requested by the 1988 General Assembly of Virginiato study ways to encourage local
school divisions to recognize the importance of school nurses and the feasibility of
establishing standards for health services in the public schools in the Commonwealth
(House Joint Resolution Number 33 [HJR 33]). A study committee was established to
respond to the task as defined by HIR 33.

Recommendation

1. Qualified school nurses should be required in every school division contingent upon
appropriate funding.

2. Thegoal for nurse/student ratios should conform to the standards set by the National
Association of School Nurses, American Nurses Association, and the American
School Health Association.

3. School health advisory boards, composed of public and private sector representatives,
should be established to enhance community support for school health services and to
assist in the development of local school health policy.

4. Minimum standards for school health services in Virginia should be devel oped
jointly by the Departments of Education and Health.

5. A nursing position should be established by the Departments of Education and Health
within their respective departments to supervise and coordinate the provision of
school health services.

6. School nurses should be involved as members of school teams to facilitate learning
by providing care and treatment to students with chronic and handicapping
conditions.

7. Students and school personnel should be counseled as a means of reducing the “ new
morbidities.”
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8. A cooperative agreement should be established in every school division with ahealth
care provider to servein the capacity of consulting medical director to provide
medical care, consultation, and backup to nursing personnel.

9. Formal written emergency medical procedures should be developed in every school
division within the state.

10. Appropriate documentation on all student injuries should be maintained by all school
divisions as part of a program of comprehensive risk management.

11. Continuing education opportunities, especialy in the new morbidities, should be co-
sponsored by the Departments of Education, Health, Mental Health and Mental
Retardation on aregional basis, and at regular intervals for school nursing personnel.

12. Qualifications for school nurses should be devel oped jointly by the Departments of
Education and Heal th.
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Current Health Programs in the Public School of Virginia
and the Efficacy and Appropriateness of Adopting a
Comprehensive Approach to Health Education (House
Document No. 21, 1992)

Background

This study was conducted during the spring and summer of 1991 in response to House Joint
Resolution (HJR) 343 (1991 session). The resolution requested that the Department of
Education study current health education programs, as well as the efficacy and
appropriateness of adopting a comprehensive approach to health education in the public
schools. The study was conducted in conjunction with the study required by HIR 437 (1991
session) on HIV/AIDS education.

Recommendation

1.

All persons teaching health education in the elementary and middle school grades without
a health education endorsement should be encouraged to complete training essential for
quality instruction. Thistraining should be a minimum of one undergraduate or graduate
course in health education.

Minimum standards for school health education curricula and health services should be
developed jointly by the Departments of Education and Health, in conjunction with
school divisionsin Virginia

The Department of Education should design and implement a plan for evaluating the
effectiveness of comprehensive school health programs.

The Board of Education and the Department of Education should commit to the further
development of Comprehensive School Health Programs, addressing all health education
and health service needs in a coordinated and comprehensive manner, and to the
promotion of the program in the public schools of Virginia. Thiswould include
consideration for expanding the Health Standards of Learning to include grades 11 to 12
and developing a K-12 health education curriculum guide using the Health Standards of
Learning Objectives as afoundation. To be funded in the 1994-96 biennium.

The Department of Education should continue to provide on-going education on timely
health topics. This should be accomplished through the Blue Ridge School Health
Conference and regional and local conferences.
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Report on the Needs of Medically Fragile Students (Senate
Document No. 5, 1995)

Background

During its 1993 legid ative session, the Virginia General Assembly adopted a senate
resolution (SJR 306) requesting that the Department of Education in conjunction with the
Department of Health study the needs of medically fragile children in Virginia

Recommendation

1.

10.

Local school divisions should develop policies that address the provision of servicesto
students who are medically fragile to include staff selection and training, roles, and
responsibilities.

Local school divisions should develop policies to address the emergency medical needs
of students, including those who are medically fragile.

The local school health advisory board, required by §22.1-275.1 of the Code of Virginia,
should take an active role in assisting school divisions in developing policies related to
children who are medically fragile.

School divisions should provide periodic in-service or opportunities for school staff to
attend programs to increase staff awareness and understanding of the general health
issues faced by schools and the needs of medically fragile students, specifically.

For risk management purposes, school divisions should document the health services
provided to any medically fragile or other students.

Nursing homes in the Commonwealth that elect to establish pediatric units should be
licensed under both Chapter 5 of Title 32.1 of the Code of Virginiaand under Chapter 10
of Title 63.1 of the Code.

School divisions should review and evaluate their policies and procedures relative to
Section 504 of the Rehabilitation Act of 1973.

The Department of Education, in conjunction with the Attorney General’ s Office, should
review and evaluate the need for legidlation establishing statutory immunity for school
personnel performing acts within the scope of their employment while providing health-
related services to the medically fragile population.

The Department of Education, in collaboration with the Department of Health, should
develop and update procedural guidelines.

The General Assembly may wish to consider further study, focusing on the needs of
families with medically fragile children.
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Findings and Recommendations of the Blue Ribhon
Commission on School Health (Senate Document No. 29,
1996)

Background

The Blue Ribbon Commission on School Health Study was conducted during 1995 in
response to Senate Joint Resolution No. 155, requesting the Governor to establish a Blue
Ribbon Commission on School Health to collaborate in developing, implementing, and
evaluating school health programs (1994).

Recommendation

1. School superintendents should recognize the importance of school health advisory boards
as ameans of parent and community involvement and of assisting with the development
of school health policies and the evaluation of school health programs.

2. The Department of Education, in collaboration with the Department of Health, should
provide periodic training and technical assistance to school health advisory board
members and school health administrators to assist them in strengthening the boards
effectivenessin localities.

3. Recommendations Nos. 1-6 and 8 of Senate Document No. 5, “Report on the Needs of
Medically Fragile Students (1995),” should be implemented:

¢ School divisions should develop a*“health service plan” for each student whoisa
medically fragile child as defined by Senate Document No. 5 (1995).

¢ Local school divisions should develop policies that address the provision of servicesto
students who are medically fragile, including staff selection and training and roles and
responsibilities.

¢ Local school divisions should develop policies to address the emergency medical
needs of students, including those who are medically fragile.

¢ Thelocal school health advisory board, required by 822.1-275.1 of the Code of
Virginia, should take an active role in assisting school divisionsin developing policies
related to children who are medically fragile.

¢ School divisions should provide periodic in-service education or opportunities for
school staff to attend programs to increase staff awareness and understanding of the
genera health issues faced by schools and the needs of students who are medically
fragile.
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10.

11.

12.

¢ For risk management purposes, school divisions should document school health

services provided to all students, including those who are medically fragile.

¢ School divisions should review and evaluate their policies and procedures relative to

Section 504 of the Rehabilitation Act of 1973.

Students with special health care needs and chronic illnesses should have their medical
care managed at school by a professiona nursein collaboration with the child’ s parents
and primary health care provider.

The Virginia Board of Nursing efforts to address delegation of nursing servicesin the
school setting to unlicensed assistive personnel while ensuring that the professional nurse
retains authority for nursing assessment, nursing evaluation, and nursing judgment should
be supported.

The Department of Health, in collaboration with the Department of Education, should
distribute guidelines to assist qualified personnel in the assessment and ongoing
management of students with specialized health care needs in the school setting. Such
guidelines should be sent to all public and private schools in the Commonwealth.

School divisions should require that specialized health care procedures be provided by
licensed health care professionals or by personnel who have received training from
persons qualified to provide such training and are certified or licensed to perform the
procedure being taught.

School divisions are encouraged to devote a portion of their professional development
resources to assist staff in developing skills and strategies for working with parents and
increasing parental involvement in the planning and implementation of school health
programs.

School divisions are encouraged to review physical education, grades K-1 2, and
determine ways by which the program could be improved.

The Department of Medical Assistance Services' studies on Virginia managed care
Medicaid programs—MEDALLION Il and OPTIONS—should include the impact of
these programs on school health services.

The Department of Medical Assistance Services should study the appropriateness and
feasibility of contracting for school health services, including school nursing services,
especialy in medically underserved areas or health manpower shortage areas.

School divisions, especialy those in medically underserved areas, are encouraged to
develop public-private contracts (e.g., HMO-Health Maintenance Organization, CHIP-
Comprehensive Health Investment Project of Virginia) that include formal
reimbursement for school health services (e.g., school nursing services) provided by
qualified personnel.
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Developing a Program: Infrastructure and
Planning Process Steps

Overview

Introduction. Asdescribed in School & Health: Our Nation's Investment,® the vision of a
comprehensive school health program (CSHP) can seem daunting and out of reach. However,
this vision may be closer in reality than might be perceived. Many components of the
infrastructure that are needed to support CSHPs—the basic underlying framework of

policies, financial and human resources, organizational structures, and communication
channels that will be needed for program to become established and grow—already exist or
are emerging.

Nationally, as reported in Coordinated School Health Program Infrastructure Devel opment:
Process Evaluation Manual, *?all eight components are represented in state education
agencies and are present to some extent in local school districts and agencies and in most
schools. They are represented to some degree in state and local health agencies. However,
according to CDC, the components are seldom well planned or coordinated within state and
local educational agencies or with comparable programs in state or local health agencies.

In Virginia, according to the legidlative study Findings and Recommendations of the Blue
Ribbon Commission on School Health, % all school divisions offer some portion of a
school health program. The Commission found that thereis virtually no success
difference in school health program components by school type (i.e., elementary, middle,
and secondary schools) and regions of the state, with the exception of health promotion
for staff. That is, elementary schools did not necessarily report greater successin
accomplishing school health services goals than secondary schools. Furthermore, the
Commission reported that school respondents rated meeting the goals of each component
of a school health program as follows:

¢ High success group: health services, healthful school environment, psychological and
social services, nutrition services, health promotion for staff, and physical education.
¢ Middle success group: school counseling.

¢ Low success group: health education and parent/community involvement.

3 Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (1997). School & Health: Our Nation’s
Investment (p. 237). Washington, D.C.: National Academy Press.

%2 Centers for Disease Control and Prevention. (1997). Coordinated School Health Program Infrastructure
Development: Process Evaluation Manual ( p. 2). Atlanta: U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention.
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Subsections

The following two subsections summarize resources available at the national, state, and local
levels and the planning process steps that need to be done to build a school health program.

¢ Infrastructure

¢ Planning Process Steps
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Infrastructure

Building the Infrastructure for a School Health Program

National Infrastructure. Accordingto School & Health: Our Nation’s Investment,*
there are many federal agencies that have devel oped programs to improve the health of
children and adolescents. These programs can be a source of technical assistance and
funding that states and local school districts can use to develop the infrastructure to
develop a school health program. Some of these agencies are listed below, including

their Internet Web site address (URL).

Federal Programsand Funding Streamsfor School Health

Agency/Internet Address

Examples of Programs

CDC, Division of Adolescent and School ¢ CSHP Infrastructure Demonstration Grants,
Health (DASH) Adolescent and School Health Initiative
http://www.cdc.gov/nccdphp/dash/what.htm ¢ School Health Program Finance Project
U.S. Department of Agriculture ¢ School Lunch, School Breakfast, Special
http://www.usda.gov/ Milk, and Snack Programs
¢ Nutrition Education and Training Program
U.S. Department of Education ¢ Titlel of the Elementary and Secondary
http://inet.ed.gov/ Education Act (ESEA)
¢ TitlelV of ESEA, Safe and Drug-Free
Schools
¢ Title XI of ESEA, Coordinated Services
Projects Individuals with Disabilities Act
(IDEA)
U.S. Department of Health and Human ¢ Medicaid
Services, Health Care Financing ¢ Early Periodic Screening and Diagnosis and
Administration (HCFA) Treatment (EPSDT) Program
http://www.hcfa.gov/ ¢ Child Hedlth Insurance Programs
U.S. Department of Health and Human ¢ MCH TitleV State Block Grants
Services: Maternal and Child Health ¢ National Resource Centers
Bureau (MCHB) ¢ Healthy Schools, Healthy Communities
http://www.mchb.hrsa.gov/index.html ¢ Community and M |grant Health Centers

Initiatives

* Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (pp. 237, 241-245). Washington, D.C.: National Academy Press.
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Furthermore, there are many national organizations that are involved in supporting school
health programs. The scope of involvement is presented in the publication Creating An
Agenda for School-Based Health Promotion: A Review of Selected Reports, published by
the Harvard School of Public Health (Lavin et al., 1992). In addition, there are many
nonprofit and philanthropic organizations that support school health programs. Some of
these organizations are listed below, including their Internet Web site address (URL).

National Organizations Supporting School Health Programs

Organization/Internet Address

Description

American Academy of Pediatrics
(AAP)
http://www.aap.org/

The AAP and its member pediatricians dedicate their
efforts and resources to the health, safety and well-
being of infants, children, adolescents, and young
adults.

American Cancer Society, Health for
Success
http://www.cancer.org/

It isthe American Cancer Society’ s goal to eliminate
cancer as amajor health problem. The Society has
determined that strengthening school health education
isthe best and most economic way to fight this
devastating disease.

American School Health Association
(ASHA)
http://www.ashaweb.org/

The ASHA promotes comprehensive and coordinated
school health programs comprising health services,
health education, and a healthful school environment.

Association of Stateand Territorial
Health Officials (ASTHO)
http://www.astho.org/index/html

The mission of ASTHO isto formulate and influence
sound national health policy and to assist state health
departments in the development and implementation
of programs and policiesto promote health and
prevent disease.

National Association of School Nurses
(NASN)
http://www.vrmedia.com/Nurses/

The mission of the NASN isto advance the practice of
school nursing and provide leadership in the delivery
of quality health programs to the school community.

National Association of State School
Nurse Consultants
http://Iserver.aeald.k12.ia.us/swp/tadki
ns/nassnc/nassnc.html

The mission of the NASSNC isto provide aforum for
state-level nurse consultants to share information,
develop expert consensus on issues, and impact
policies related to the practice of school nursing and
the health and education of the nation’ s school
children and youth.

Robert Wood Johnson Foundation
http://www.rwjf.org/main.html

The Robert Wood Johnson Foundation is the nation’s
largest philanthropy devoted exclusively to health and
health care.

School Health Resour ce Services
(SHRS), Office of School Health
University of Colorado Health
Sciences Center
http://www.uchsc.edu/sn/shrs/

SHRS s adirect way to access the diverse resources
needed to implement or improve school health
programs and services. SHRS provides technical
information, resource materials, and research
assistance.
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State Infrastructure. Asnoted in School & Health: Our Nation’s Investment, 3 the
overall task of the state' s leadership should be to integrate education, physical and mental
health, and other related programs and services for children and families. An effective
approach for anchoring the state infrastructure is to establish an official state interagency
coordination council for school health with designated authority and responsibilities,
along with an advisory council of representatives from relevant public and private sector
agencies, including representatives from managed care and indemnity insurers.

In Virginia, in 1992, the VirginiaMaternal and Child Health Council was created to
improve the health of the Commonwealth’s mothers and children by promoting and
improving programs and service delivery systems related to maternal and child health.
When the Council wasfirst convened, a School Health Subcommittee was formed to
make recommendations to the Council on school health-related issues. In 1997, the
Subcommittee presented a report on school health services to the MCH Council. The
report, entitled Recommendations to the MCH Council: School Health Services,
September 17, 1997, is available on the web at http://www.vdh.state.va.us/fhs/child/
school/publications.htm.

Many state agencies can provide localities with child health information and technical
assistance, which can help communities enhance or establish a school health program.
Some of the key agencies are listed below, including their Internet Web site address
(URL).

Key Child Health-Related State Agencies

Agency Description

Virginia Department of Themission of Virginia s public education system, first and
Education (DOE) foremost, isto educate students in the fundamenta knowledge
http://lwww.pen.k12.va.us/ and academic subjects that students need to become capable,

responsible, and self-reliant citizens. Therefore, the mission of
the Board of Education and Superintendent of Public Instruction,
in cooperation with local school boards, isto increase student
learning and academic achievement.

Virginia Department of The mission of the VDH is to achieve and maintain optimum
Health (VDH) personal and community health by emphasizing health
http://www.vdh.state.va.us/ promotion, disease prevention, and environmental protection.
Virginia Department of The DMAS administers the Medicaid program; Indigent Health
Medical Assistance Services Care Trust Fund; State and Local Hospital Program; Involuntary
(DMAYS) Commitment Program; Regular Assisted Living Payments for

http://www.state.vaus’~dmas’  Residents of Adult Homes; Health Premium Assistance Program
for HIV-Positive Individuals; and the Virginia Children’s
Medical Security Insurance Plan (CMSIP).

* Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (pp. 263-264). Washington, D.C.: National Academy Press.
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Key Child Health-Related State Agencies

Agency Description

Virginia Department of Central Office provides leadership in the direction and

Mental Health, Mental development of public mental health, mental retardation, and
Retardation and Substance  substance abuse services which are responsive to client and
Abuse Services constituency needs and accountable to statutory requirements and
(DMHMRSAYS) State MHMRSAS Board policies. This leadership involves:
http:/Aww.dmhmrsas.state.va.  Obtaining and allocating resources to Community Services
us/overview.htm Boards (CSBs) and state facilities in an effective and efficient

manner; monitoring field operations; providing technical
assistance and consultation; human resource devel opment and
management; promoting client advocacy; systems planning;
regulating and licensing programs; and maintaining rel ationships
with other human resource agencies.

Virginia Department of The mission of the Virginia Department of Socia Services
Social Services (DSS) (VDSS) isto promote self-reliance and the protection of
http://www.dss.state.va.us/ Virginians through community-based services. The Department,

with itsfive state regional offices, supervises and supports the
locally operated social services agencies, which administer
financial assistance aswell as avariety of other programs for
children, adults, and families.

Local Infrastructure. A formal organization with broad representation—a coordinating
council for school health—should be established in every school district, to anchor the
infrastructure at the community or district level. %

In Virginia, such coordinating councils, known as school health advisory boards
(SHABS) should exist in al school divisions. SHABs were established by the 1992
General Assembly (Code of Virginia, § 22.1-275.1), to assist with the development of
health policy in the school division and the evaluation of the status of school health,
health education, the school environment, and health services. Please see “Establishing
and Enhancing School Health Advisory Boards® in Chapter 11 for further information on
SHABsin Virginia

School Level. According to School & Health: Our Nation’s Investment,*® individual
schools should establish a school health committee and appoint a school health
coordinator to oversee the school health program. Please see the following section,
“Establishing School Health Team: Position Descriptions,” for recommendations on
establishing a school health team.

% Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 264). Washington, D.C.: National Academy Press.

% Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 265). Washington, D.C.: National Academy Press.
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CDC Guidance on Developing the Coordinated School Health
Program Infrastructure®

The Centers for Disease Control and Prevention (CDC) handbook Coordinated School
Health Program I nfrastructure Devel opment provides guidance to those responsible for
developing coordinated school health program infrastructure at state and local levels.

The CDC handbook is a planning tool for developing organizational supportsto build a
coordinated school health program and an implementation tool for institutionalizing these
supports at the state and local levels. The CDC handbook was designed as atool for
assessing progress toward institutionalizing the Coordinated School Health Program at
established intervals. Summarized below are some infrastructure-related terminology
contained in the handbook.

CSHP Definition. The Centersfor Disease Control and Prevention, Division of
Adolescent and School Health (CDC/DASH), defines the Coordinated School Health
Program (CSHP) as a planned and coordinated school-based program designed to
enhance child and adolescent health. For the CSHP to exist and perform consistently
over time, CDC/DASH reportsthat it must be fully institutionalized within state and local
education and health agencies and supported by an infrastructure.

CSHP Infrastructure. The CSHP infrastructure is the basic system on which the larger
CSHP program depends for continuance and growth. When fully implemented, the
CSHP infrastructure will enable each state and community to establish a collaborative
organizational pattern that facilitates community-wide planning, implementation, and
evaluation of activities to help schools implement CSHPs that are consistent with
community values and needs.

CSHP Infrastructure Supports. The four main units that comprise infrastructure are
(1) authorization and funding, (2) personnel and organizational placement, (3) resources,
and (4) communication and linkages. Each support can be broken down into multiple
subcategories.

CSHP Institutionalization. The CSHP as an integrated, self-sustaining part of health
and education agencies that is subject to minimal disruption caused by changes.

Need for CSHP Infrastructure. According to CDC, when CSHP infrastructure is fully
ingtitutionalized, school health initiatives with sufficient quality and duration will provide
long-term health benefits for children and their families. The CSHP that has a strong
infrastructure is able to:

37 Centers for Disease Control and Prevention. (1997). Coordinated School Health Program Infrastructure
Development: Process Evaluation Manual (p. VI-4). Atlanta, Ga.: U.S. Department of Health and
Human Services, Centersfor Disease Control and Prevention.
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Respond to the changing health priorities routinely faced by policymakersin health
and education agencies.

Facilitate predictable and coherent organizational change to benefit children and
youth.

Coordinate independent programs and services provided to children, youth, and
families by multiple organizations.

Effectively use finite fiscal, technical, and human resources to meet a wide range of
health problems affecting children and youth.
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Planning Process Steps

Introduction. When developing or enhancing a school health program—whether at the
national, state, local, or school level—a planned approach is essential for success. Use of
a program planning process can improve a school health program because change may be
difficult both on a personal and organizational level. Itiscritical to set the stage by
choosing the appropriate community participants and school health professionals. A
team with the appropriate mixture of responsibility, knowledge, and experience can lead
the schools in an improvement project that will make a difference for students and staff.
The team should define the problem from a national, state, local, or school level
perspective as appropriate. Then the team can do an assessment of the problem or need,
set goals and objectives, develop an action plan with strategies to be used, implement the
plan, and evaluate the results.

The six key stepsin a planning process are listed below.

1. Establish the planning team.

2. Assess health problems and service needs.

3. Set goals and objectives.

4. Develop an action plan.

5. Implement the plan.

6. Evaluate effectiveness of the planning process and program.

This sub-section, “Planning Process Steps,” summarizes the steps of alogical planning
process, which can be used at the school level for enhancing or establishing a school
health program. The information presented can be modified according to what is
appropriate at national, state, or local level. (For additional information on building
support for a comprehensive or coordinated approach to school health programs, please
see Chapter 111, “Building Support for School Health Programs.”

Establish Planning Team

Role Assignment. When developing a school health team, it may be customary to assign
roles on the team based on the team members’ responsibilities associated with their
existing school health role. For example, the school nurse may be assigned school health
services because the school nurseis responsible for school health services as part of the
school nurse role. However, there are no clear-cut responsibilities and members may
contribute in several areas. While health services may be considered by many to be the
domain of the school nurse, every staff member should refer students who exhibit health
problems, such as vision and hearing disorders or substance abuse, for early detection
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and correction of health problems. In another example, the healthy school environment
component is often assigned to administrators. The principal may typically set the tone
for the school; however, without the cooperation of all staff, efforts to make the school
environmentally safe and aesthetically pleasing may fall short. Using a variety of
individuals who each bring specific attributes to a particular plan strengthens the school
health improvement team.

Primary Team Members. The following list identifies potential team members and
describes attributes they may bring to the team based on their functional responsibility. *
(It isimportant to remember that each person can bring more attributes than those based
on their identified role in school health.)

Features of a School Health Team: Primary Members

Primary Team Member Attributes

¢ School Administrators Sets the tone for the school environment and can facilitate
implementation of the plan.

¢ School Nurses Understands student health needs, can link school and

¢ Nurse Practitioners community programs, can provide case management for student

¢ Clinic Aides health needs, and can serve as a health resource for all staff.

¢ Hedth Educators Can coordinate supplemental health instruction with the health
curriculum and provide access to a variety of health resources.

¢ Physical Educators Can coordinate the physical education program with specia

¢ Coaches wellness-related fitness programs, as well asimplement special

¢ Trainers physical activity events.

¢ Food Service Directors Can organi ze supplemental nutrition education programs.

¢ Food Service Managers

¢ Guidance Counselors Can direct peer instructional programs, small group process, and

¢ School Psychologists support groups, as well as teach within the guidance program the

¢ Socia Workers generic skills needed to address a variety of health problems.

¢ Worksite Health Promation Can organize health promotion activities and coordinate

Directors community health promotion resources.

¢ Community Professionas Have access to human and material resources and leverage within

¢ Physicians the community to assure implementation of projects.

¢ Parents

¢ Community Leaders

¢ SHAB (School Health Advisory

Board) Members

¢ Law Enforcement Officials (e.g.,
Dare Officers, Resource
Officers)

% Allensworth, D., Symons, C., and Olds, R. (1994) . Healthy Students 2000: An Agenda For Continuous
Improvement In Schools (p. 20). Kent, Ohio: American School Health Association.
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Additional Team Members. Although the previous list contains the major players who
have some responsibility for the school health program, other individuals can facilitate
the accomplishment of program goals because of their unique role in the school. The
following list identifies individuals who could assist in health programs. *

Features of a School Health Team: Other Members

Additional Team Members

Attributes

e Librarians

Have access to school media resources and can prepare
exhibits for students.

e Specia Education Teachers

Teach students with disabilities.

e Occupationa Therapists

e Physica Therapists

e Speech-Language
Pathologists

Implement | EP requirements.

e Work and Family Studies
Teachers (Home Economics)
e Science Teachers

Can provide significant health programming within
their respective discipline.

e English Teachers

Can assign homework with health themes.

e Office Secretaries

Are aware of available school resources and have
contact with students waiting in office for professional
staff.

e Music Teachers
e Art Teachers
* DramaTeachers

Can use avariety of channels to provide health
messages. Additionally, any teacher or school staff
member who works with students can be valuable in
this endeavor.

e Students

Although students routinely have not been placed on
committees to improve school health programs, it is
appropriate to consider their value. Students have the
attention of their peer group, the idealism and energy to
compl ete projects, and the need to engage in
meaningful activity. They aso can promote behavioral
change among students more effectively than adults.

¢ Consultants

Outside consultants, who are trained health education
specialists and understand the theories of individual and
organizational change and the process of program
implementation, can facilitate institutionalization of an
interdisciplinary approach to school health program-
ming. Consultants may be based at the district office,
secured from alocal university, or hired through a
consulting firm.

% Adapted from Allensworth, D., Symons, C., and Olds, R. (1994). Healthy Sudents 2000: An Agenda For
Continuous Improvement In Schools (p.20). Kent, Ohio: American School Health Association.
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Health program team members who represent various disciplines foster greater
dissemination of information and innovations. The team members can share activities of
the team with their respective professional groups and can request assistance from these
groups in implementing specific parts of the action plan.

Note: Please see the following section, “ Establishing School Health Team: Position
Description,” for guidelines for selected school health program personnel.

Assess Health Problems and Service Needs

Data Collection and Interpretation. ** Once the team is formed, the next step in
developing a school health program is to assess the school community health status and
available resources. Assessment involves the regular collection, analysis, and sharing of
information about the health conditions, risks, and resources in acommunity. Assessing
the school community is needed to identify (1) trendsin illness, injury, high-risk health
behaviors, and death, and the factors that may cause these events; and (2) available
school health resources and their application, unmet needs, and community perceptions
about school health issues. Assessment results are then interpreted, and school
community health problems and capabilities are identified.

Assessment Questions. To identify the unique needs of the students in the school
division, data are collected to answer such questions as:

¢ What are the mgor health problems?

¢ What isthe current status of programming that addresses these health problems?
¢ What are the gaps in needed programming?

¢ What health problems should be addressed first?

Data Collection M ethods. Data can be collected from a variety of sources that might
include:

¢ Students' knowledge, attitudes, and behaviors about health in general or in any
priority area.

¢ School health programming in each of the eight-component aress.

¢ Community resources.

40 Adapted from Washington State Core Governmental Public Health Functions Task Force Members.
Core Public Health Functions (July 1993). National Association of County Health Officials, Washington,
DC.
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¢

Programming within the school and community that addresses specific priority
areas.

Epidemiological data (e.g., mortality/morbidity) and socia indicator data (e.g.,
injury reports, school health records, crimes, driving-under-the-influence arrests).

Parents.

Data Collection Tools. Some examples of tools that may be used for assessment include:

¢

A Model Survey: Healthy Schools Make Sense: Evaluating Y our School Health
Program (1995), which was developed and published by the Virginia Department
of Education and Virginia Department of Health. The survey addresses the
components of a comprehensive school health program as defined by CDC.*

Blue Ribbon Commission on School Health Evaluation Survey, whichisa
modification of the above survey that was developed by the Virginia Department
of Education. (See Appendix A.)

Y outh Risk Behavior Survey (YRBS), which was devel oped by the Centers for
Disease Control and Prevention to assess health-related risk behaviorsin youth.
The survey focuses on behaviorsin six priority areas. (1) physica fitness, (2)
nutrition, (3) intentional injuries, (4) unintentional injuries, (5) reproductive
health, and (6) substance abuse. Local programmers can compare local students
behavior with the behavior of students at the national or state level.

School Health Education Profile (SHEP), which is areport designed to help state
education agencies and local education agencies monitor the status of school
health education at the middle/junior high school level in their school divisions.
The profile addresses the quantity and quality of school health education
provided in schools. 2

Guidelines for Evaluation of Health Services, which is an evaluation of general
school health services, such as school health procedures and cumulative health
records and specific school health services, such as nursing and screening
programs. (See Chapter 111, School Health Services, for more detailed
information.)

I Contact Fran Meyer, Comprehensive School Health Specialist, Office of Special Education and Student
Services, Virginia Department of Education at (804) 225-4543 for more information and a copy of the
evaluation tool.

2 bid.

* 1bid.



42

Problem Analysisand Prioritization. * After the information about the health
conditions, risks, and resources of the school community is collected, problem analysis
should be undertaken by the school health team for each identified problem to clarify the
nature of the problem. Thisanalysis can include (1) identification of the origins (i.e.,
precursors of the problem) and impact (i.e., consequences) of the problem, (2) the point
at which interventions (e.g., health services, health education) might be undertaken and
the adequacy of exiting services, and (c) the community representatives that have an
interest in the problem and its solution.

Communities are always faced with the dilemma of addressing a large number of health
problems with limited human, financial, and other resources. This necessitates setting
priorities among the identified problems in order to decide how to allocate resources to
addressthem. The school team should consider numerous criteria and the perspectives
of many individuals when the school health problems are being prioritized. To allow a
variety of perspectives and criteriato be fully represented, the school health team should
consider using a problem analysis and prioritization framework that encourages
consideration of all of them in abalanced, rational way.

Various models or decision frameworks exist for conducting problem analyses and health
services needs assessments. The school health team might consider using an already-
developed process and substantive experts to facilitate problem analysis and problem
prioritization.

Set Goals and Objectives

Goals. After the needs are identified, goals and objectives are specified. Goals are broad
statements that identify long-term outcomes the school health program is to achieve.

Objectives. After the goals have been identified, specific objectives are identified that
will help facilitate the attainment of the goal. Objectives are the incremental steps that
must be accomplished before the goal can be attained. Objectives identify the action to
be performed and should be stated in specific, measurable terms. Specific objectives are
important because they will become the focus of the evaluation plan that will be
developed.

Develop Action Plan

Action Plan. The next step in developing a school health program is developing an
action plan. The action plan isastrategy or blueprint for meeting the identified priority
needs from the assessment. The action plan answers the question of what can be done to
resolve the identified needs or problems. It focuses on analysis of the need, setting

a4 Adapted from Mary D. Peoples-Sheps, DrPH, Anita Farel, DrPh, and Mary M. Rogers, MSN, DrPH
(authors). (1996). Assessment of Health Status Problems. Maternal and Child Health Bureau.
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priorities for goals and objectives, identifying the strategies to facilitate attainment of the
objectives and goals, delineating the specific activities needed to compl ete each strategy,
establishing timelines, and identifying evaluation procedures.

Strategies. The team should formulate specific strategies to achieve each objective. A
strategy is a set of activities designed to bring about the desired change. Strategies can
take the form of a policy development, formal instruction, informal modeling of

behavior, social support, facility modification, direct intervention, or mass media
campaigns to change behavior. Asthe action plan isimplemented, attention to the
reception and the progress of the program is paramount. In this phase, there is aformative
evaluation that provides guidance for program modification. If the planisnot
proceeding according to schedule or if unexpected outcomes are discovered, revision and
restructuring of the action plan are warranted.

Factorsto Consider. When developing the action plan, it isimportant to consider the
following factors:

¢ Involve as many people as possible in the planning process. The more people
who have ownership of the plan, the more people who will support the plan when
it isimplemented. Successful school health improvement projects link
professionals within the school and integrate school activities with the
community.

¢ ldentify the key stakeholders associated with the identified problem and
encourage their invol vement.

¢ Anticipate potential problems with the plan and develop contingency plans.
¢ Ensure that the plan is communicated to everyone who will be affected by it.
¢ Determineif the plan is manageable and reasonable.

¢ Thework of the school health team is enhanced if the community has mounted a
similar campaign and if there is alink integrating the programming in the
community with what is occurring in the school. Various options are available
for school community partnerships, such as community agency professionals and
parents working on school health improvement teams, and formal task forces that
include coalitions or consortiums. As the organizational unit becomes more
formal and complex, the roles and responsibilities of participating individuals
and agencies should be clarified.

School Health Advisory Boards. The school health advisory board (SHAB) isan
excellent vehicle to assist in the development of the school health program. The SHAB
may be the group that can assist in the assessment of the health conditions, risks, and
resources in a school community, or may assist persons associated with the school
division to plan for an identified school health need. In many situations, the SHAB
members are key stakeholders associated with a particular school health need. (Please see



44

“Establishing and Enhancing School Health Advisory Boards” in Chapter 11 for more
information on SHABS.)

Implement Plan

After being developed, the plan isimplemented to effect the identified school health
needs. As each school division has unique needs, each school division will develop plans
that are specific to their school’ s situation. For example, a plan developed to meet the
accessibility needs of asmall rural school division will not be appropriate for the
accessibility needs of alarge urban school division. One system may have only 5
students with specia needs, while the other has 100 students with special needs.

General Guidelines. General guidelines for implementing the action plan include:

¢ Involve the community and community leaders in implementation of the action
plan.

¢ Communicate the plan to all persons who need to be involved.

¢ ldentify the appropriate resources at the state level, such asthe Virginia
Department of Education and the Virginia Department of Health, and at the local
level, such as school health advisory boards, school administration, area health
professionals, local health departments, and school boards.

¢ Build partnerships and develop interdisciplinary collaboration as needed.

¢ Obtain awritten agreement with all involved agencies and partners so that each
person’ s/organization’sroleis clearly defined in the action plan.

Evaluate Effectiveness

The final component of the planning process is evaluation. The purpose of the evaluation
isto appraise the effects of the school health program. Evaluation procedures should be
developed during the planning process. Ongoing or formative eval uation guides program
implementation. Outcome or summative evaluation determines program effectiveness.
Evaluation of the program planning process is conducted to determine if the goals,
objectives, strategies, activities, personnel, and time frames chosen were appropriate,
attainable, comprehensive, congruent, and acceptable to community standards.
Evaluation of the program’ s effectiveness focuses on planned and unplanned outcomes
and the degree to which established goals were realized.

Basic Steps. The basic steps in the evaluation process are:

1. Develop questions that should be answered to determine whether the programis
successful.
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|dentify procedures and persons to answer the questions.

Obtain information and data that specifically address the questions asked.
Analyze and interpret collected information and data.

Use evaluation resultsto plan for future programs.

a b~ N

Evaluation Questionsfor Program Planning Process. Examples of questions that may
be asked regarding evaluation of the program planning process as presented in the
following table. ©

Evaluation Area Sample Questions

Goals » Arethe chosen goals congruent with needs identified in the
assessment?
» Arethe chosen goals capable of being attained?
Objectives and » Arethe objectives and outcomes comprehensive?
Outcomes * Arethe objectives and outcomes attainable?

* Arethe objectives and outcomes measurable?
* Arethe objectives and outcomes congruent with goals and
strategies?
Strategies * Arethe chosen strategies congruent to the attainment of goals?
* Arethe chosen strategies comprehensive?
* Arethe chosen strategies attainable? (Resources available
amenable to student developmental levels?)
* Arethe chosen strategies acceptable to community standards and
values?
Activities * Arethe activities attainable? (Resources availabl€?)
» Arethe activities developmentally appropriate?
* Arethe activities comprehensive?
* Arethe activities congruent with strategies and goals?
* Aretheindividualsin charge of each activity or strategy
competent, well-organized, interesting, and effective?

Time Frame * |sthetime frame reasonable?
Outcome of » How effective were the specific health promotion strategies that
Action Plan were implemented by the components of the school health

program (health services, health instruction, healthful school
environment) in changing knowledge? attitudes? behavior?
» Have new policies been implemented?
» Has health status improved?

> Adapted from Allensworth, D., Symons, C., and Olds, R. (1994). Healthy Sudents 2000: An Agenda For
Continuous Improvement In Schools. (p. 33). Kent, Ohio: American School Health Association.



Establishing a School Health Team: Position

Descriptions

Authorization

Regulations. Virginia Department of Education (September 1997). Regulations
Establishing Standards for Accrediting Public Schoolsin Virginia. Richmond, Va.:

Author.

Excerpt: The regulations state that:

Each school shall have contingency plans for emergencies that
includes staff certified in Cardiopulmonary Resuscitation, the
Heimlich maneuver, and emergency first aid.

Code of Virginia, Section 22.1-274E.

Excerpt:

Each school board shall ensure that, in school buildings with an
instructional and administrative staff of ten or more, at least two
instructional or administrative employees have current certification
in cardiopulmonary resuscitation or have received training, within
the last two years, in emergency first aid and cardiopulmonary
resuscitation. In school buildings with an instructional and
administrative staff of fewer than ten, school boards shall ensure that
at least one instructional or administrative employee has current
certification in cardiopulmonary resuscitation or has received
training, within the last two years, in emergency first aid and
cardiopulmonary resuscitation.

Recommendation

Local School Health Team. The basic school health team consists of the parents,
primary care physician, school physician or public health medical director, and school

46

nurse. A school nurse practitioner functioning in an expanded role may also be a member
of the school health team per school division policy. Idedly, this group will collaborate

with administrators, teachers, guidance counsel ors, occupational therapists, physical
therapists, speech-language pathol ogists, audiologists, social workers, psychologists,
educational diagnosticians, food services, dentists, court services, legal services, and

childw

elfare services.
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The school health team recognizes that parents or guardians have the basic responsibility
for the health of their children. School health services supplement, rather than substitute
for, parental care and concern for the health of the student. Parents are to be advised of
health problems, encouraged to secure needed medical or dental care, and made aware of
various private and public community resources available to them.

Interdisciplinary Team. The intervention of an interdisciplinary team is the ideal
method to be used in solving problems of a student with complex medical, social, and
emotional needs. The team works in collaboration to develop a comprehensive plan to
meet the needs of each student who has problems. The individual disciplines represented
on the team will vary according to the needs of the student.

The appropriate lead member of the interdisciplinary team should be based upon the
student’s primary need. Interdisciplinary team membership may vary among school
divisions; smaller school divisions are more likely to have personnel who are assigned
multiple roles. The key to the interdisciplinary approach is not so much the specific
disciplines represented on the team but the coordinated approach to problem solving and
to meeting the needs of each student.

The activities of school health staff may overlap with those of other school personnel.
For example, children with social and emotional problems are the concern of school
guidance counselors, social workers, psychologists, mental health workers, and special
education teachers, as well as of the school physician and school nurse. Collaboration is
necessary to prevent duplication of services and to ensure a coordinated approach in
meeting the student’ s health needs. Coordination of interventions by the interdisciplinary
team is the ideal method to be used in solving problems of a student with complex
medical/social/emotional needs.

For an interdisciplinary team to function cohesively, each member must understand the
role of the other members of the team. The following guidelines contain recommended
functions and responsibilities of various team members. The information contained under
staff personnel is not intended to be a compl ete position description.
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Subsections

Functions and Responsibilities of School Health Program Personnel. The following
subsections provide guidelines on the roles of each of the following school health
program personnel. *°

¢

¢

School Nurse: Registered Nurse

School Nurse: Licensed Practical Nurse

School Nurse Practitioner

School Health Supervisor/Coordinator: Registered Nurse
Unlicensed Assistive Personnel

School Health VVolunteer

School Health Physician

Resour ce. Committee on School Health, American Academy of Pediatrics. (1987).
School Health: A Guide for Health Professionals. Elk Grove, Ill.: the Academy.

“6 Massachusetts Department of Health. (1995). Comprehensive School Health Manual (pp. 45-49, 50-
59). Boston, Mass.: Author.
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School Nurse: Registered Nurse

The following are recommendations for school divisions to consider when developing a
position description for a school nurse—Registered Nurse.

Scope of Responsibilities

The Registered Nurse (RN) is responsible for developing, implementing, and managing a
school health program for a school population as defined by the school division.
Responsibilities include program management, nursing services, collaboration, health
education, community health planning, and professional practice.

Supervision Received

The Registered Nurse reports to the school nursing supervisor (if available) and to the
chief administrator of the school building. In some cases, the RN reports to the local
health department nursing supervisor. School physicians or medical health director may
also be available for consultation.

Supervision Given

The Registered Nurse supervises the health aide/technician and others as defined by the
position description (e.g., licensed practical nurse, health services secretary, school health
volunteer).

Required Qualifications

¢ Must have avalid license to practice as a Registered Nurse in the Commonwealth of
Virginia

¢ Must maintain current certification in cardio-pulmonary resuscitation and first aid
from arecognized provider (e.g., American Heart Association).

¢ Must have aminimum of two years of supervised nursing experience in community
health or child health prior to entry into school nursing practice.
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Recommended Qualifications

¢ A baccalaureate degree in nursing or public health nursing from an accredited
college or university program in nursing.

¢ Work toward (and subsequently maintain) certification in school nursing,
community health/public health nursing, family nurse practitioner, or pedi-
atric/school nurse practitioner by a nationally recognized professional nursing
organization.

Responsibilities®

Program Management. Establishes and manages a school health program consistent
with Virginia guidelines, regulations, and statutes governing nursing and school health,
and local school division policy.

¢

¢

Advisesthelocal school health advisory board (SHAB).

Consults with the school physician, school administrators, and others to establish,
review, and revise policies, procedures, and specific programs for school health
education and services.

Works with others to develop a needs assessment and data collection procedures.

Ensures the orientation, training, supervision, and evaluation of paraprofessionals, as
needed, to comply with the nurse practice act and other relevant statutes and
regulations.

Organizes and implements state-mandated programs, such as immunization
surveillance and screening programs.

Promotes positive safety practices both within and outside of school buildings, and
ensures that the school has an emergency plan that is communicated to personnel and
students.

Maintains comprehensive school health records.
Collaborates with school administrators and personnel in assessing and improving the

social and emotional climate of students and faculty and involves them in maintaining
a healthful school environment.

4" Adapted from: American Nurses Association. (1983). American Nurses Association Standards of School
Nursing Practice.
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¢ Uses population-based data to plan and evaluate the school health program.

¢ Preparesregular written reports for school officials and other agencies describing the
services provided by the program, numbers of students served, and so forth; interprets
school health service needs and the role of the school nurse to the school and
community.

¢ Carries out communicable disease prevention and infection control based on current
guidelines for universal precautions, prevention of bloodborne pathogens exposure
and hazardous medical waste disposal.

Nursing Services. Using the nursing process, collaborates with the parent/guardian and
student, where appropriate, to develop and implement an individualized health care plan
for the student.

¢ Collectsinformation about the health and developmental status of the student and
his/her family, and significant others, in a systematic and continuous manner,
including health and social histories, screening results, physical assessment,
emotional status, performance level and health goals, and makes home visits as
needed.

¢ Develops anursing diagnosis and care plan with specific goals and interventions
delineating school nursing actions specific to student needs and coordinated with the
efforts of other providers and school personnel; implements plansin a manner aimed
at improving health and educational status.

¢ Provides medically prescribed interventions, including medication administration
(based on state regulations), and provides careto ill children on adaily basis.

¢ Responds to frequently encountered health issues, providing counseling and crisis
intervention as required by state and local policy (e.g., adolescent pregnancy,
substance abuse, death of afamily member, suicide, and child neglect or abuse
iSsues).

¢ Assesses student response to nursing actions in order to revise the database, nursing
diagnoses, and nursing care plan and to determine the progress made toward goal
achievement; documents pertinent information in student records or confidential
nursing notes.

¢ Providesfirst aid to injured children and staff, provides everyday care of acutely ill
children, and manages children with communicabl e disease.

Collaboration. Collaborates with other professionals, team members, and community
providers in assessing, planning, implementing, and evaluating programs and other
school health activities, so asto maximize and coordinate services and prevent
duplication.
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Establishes a process to identify students at risk for physical and psychosocial
problems. Communicates health needs to other school personnel, as appropriate, and
establishes areferral system using both internal and community resources.

Participates as a team member—with parental consent, when indicated. Shares
information with other team members about children with special health care
problems that affect learning and growth; acts as an advocate for the student and
family when appropriate; attends special education team meetings.

Includes the student and parent in the team conference whenever possible and
appropriate.

| dentifies health-related needs for inclusion in the individualized education program
(IEP).

Serves as amember of pertinent committees and teams (e.g., crisis intervention team,
support groups for grieving students, and so forth).

Health Education. Assists students, families, and groups to achieve optimal levels of
wellness through health education and promotion.

¢

¢

Identifies need for health education; teaches the basic principles of health promotion
and disease prevention to students and staff, using principles of learning and
appropriate teaching methods.

Encourages students to be health educated people and knowledgeable health
consumers.

Assumes responsibilities for in-service programs for school personnel for first aid,
emergency care procedures, and current health issues.

Acts as aresource in health education for school personnel, students, and families.

Community Health Planning. Participates with other members of the community to
assess, plan, implement, and evaluate school health services and community services that
include the broad continuum of primary, secondary, and tertiary prevention.

¢

¢

Uses popul ation-based data.

Uses community resources for referral of students with unmet health needs, including
the need for a primary care provider.

Participates in planning and implementing new services.

Interprets school health service needs and the role of the school nurse to the school
and community.
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¢ Works with the media to convey important health information.

Professional Practice. Appliesappropriate nursing theory as the basis for decision-
making in the school setting while expanding knowledge and skills in response to the
student health needs and participating in research.

¢ Demonstrates current knowledge in such areas as (1) professional issues in school
nursing, (2) school and community health, (3) communicable disease control, (4)
growth and development, (5) health assessment, (6) special health conditions—both
chronic and acute, (7) injury prevention and emergency care, (8) health counseling,
health education and promotion, and (9) current adolescent issues.

¢ Assumes responsibility for continuing own education; obtains expert consultation,
supervision, and peer review as needed.

¢ Collaborates with local schools of nursing to provide student practice in community
health, as well as to obtain nursing education resources.

Note: The administrator and school nurse should review and revise the position
description at a minimum of every two years based on changing student health needs.

Note: In 1996, the Virginia Department of Health sent the following manual to all
Virginia school divisions viathe School Nurse Coordinator/Contact Person. School
divisions are encouraged to consult the manual when developing orientation programs for
new school nurses.

¢ Zaiger, Donna Shipley. School Nursing Practice: An Orientation Manual.
Scarborough, Maine: National Association of School Nurses.
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School Nurse: Licensed Practical Nurse

The following are recommendations for school divisions to consider when developing a
position description for a school nurse—Licensed Practical Nurse.

Scope of Responsibilities

The Licensed Practical Nurse (LPN) is responsible for implementing a school health
program for a school population as defined by the school division under the direction of a
licensed health professional. Responsibilities include selected nursing acts and
collaboration with licensed health professional to implement school health services.

Supervision Received
The LPN reports to the school nursing supervisor (if available) and to the chief
administration of the school building. The LPN receives direction or supervision from a

licensed medical practitioner, aregistered nurse, or other licensed health professional
authorized by regulations of the Virginia Board of Nursing.

Required Qualifications
¢ Must have avalid license to practice as a Licensed Practical Nurse.

¢ Must have a minimum of two years of supervised nursing experience in
community health or child health prior to entry into school nursing practice.

¢ Must maintain current certification in cardio-pulmonary resuscitation and first
aid from arecognized provider (e.g., American Heart Association).

Responsibilities®

Nursing Services. Using the nursing process, collaborates with a supervising licensed
health professional, where appropriate, to develop and implement an individualized
health care plan for the student with the assistance of the parent/guardian and students.

“8 Adapted from: American Nurses Association. (1983). American Nurses Association Sandards of School
Nursing Practice.
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¢ Collectsinformation about the health and developmental status of the student and
student’ s family and significant others, in a systematic and continuous manner,
including health and social histories, screening results, physical assessment,
emotional status, performance level and health goals, makes home visits as needed.

¢ Provides medically prescribed interventions, including medication administration
(based on state regulations), and provides careto ill children on adaily basis.

¢ [Initialy responds to frequently encountered health issues and to child neglect or
abuse issues (as required by state and local policy), and reports to appropriately
trained and licensed health professional so that counseling and crisis intervention can
be provided when required (e.g., adolescent pregnancy, substance abuse, death of a
family member, suicide).

¢ Assesses student response to nursing actions in order to work with supervising
licensed health professional to revise the database and individualized care plan and to
determine the progress made toward goal achievement; documents pertinent
information in student records or confidential nursing notes.

¢ Providesfirst aid to injured children and staff; provides everyday care of acutely ill
children, and manages children with communicable disease.

Health Education. Assists students, families, and groups to achieve optimal levels of
wellness through health education and promotion.

¢ Encourages students to be health educated people and knowledgeabl e health
consumers.

¢ Actsasaresource in health education to school personnel, students, and families.

Note: The administrator and school nurse manager should review and revise the position
description at a minimum of every two years based on changing student health needs.
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School Nurse Practitioner

Overview

The following are recommendations for school divisions to consider when developing a
position for a school nurse practitioner—Licensed Nurse Practitioner (LNP).

Scope of Responsibilities

The Licensed Nurse Practitioner’ s responsibilities vary according to the specific school
division. In some school divisions, the LNP isthe primary care provider for students who
are registered in the school-based health center. In other divisions where thereisno
school-based health center, the LNP practices in an expanded role for the general student
population.

Supervision Received

The Licensed Nurse Practitioner receives clinical consultation from a designated
physician. When functioning as part of the school health service team, the LNP receives
administrative supervision from the school nurse manager as defined in the specific
position description.

Supervision Given

The Licensed Nurse Practitioner functioning as the primary care provider within a
school-based health center (SBHC) provides supervision to those licensed and unlicensed
persons functioning within the SBHC and as defined by the LNP’ s position description.
If the LNP functions within the general school health program, the LNP likewise is
responsible for those licensed and unlicensed personnel as defined by the position
description.

Required Qualifications
¢ Must have avalid license to practice as a Registered Nurse in the expanded role

in Virginia. (Refer to the Virginia Nurse Practice Act for a description of this
expanded role.)
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¢

Must possess a minimum of a baccalaureate in nursing from an accredited
nursing program; possess/maintain certification as a School/Pediatric or Family
Nurse Practitioner.

Recommended Qualifications

¢

Master’ s degree in primary health care nurse specialist practitioner with
emphasisin pediatric, family, or school health.

Have a minimum of three years experience in school nursing or arelated field.
Maintain certification in cardio-pulmonary resuscitation and first aid.
Have an identified physician who provides consultation.

Assume responsibility for updating knowledge and skill in community health,
management, and related fields as new information emerges.

Experience and/or education in the areas of school law and school health.
Compl ete ongoing continuing education programs pertinent to the evolving

specialty area of school health and school nursing practice, as well as meet the
continuing education requirements for licensure in the expanded rolein Virginia.

Responsibilities

The Licensed Nurse Practitioner practicing within the school setting is responsible for
many of those areas listed in the position description for the school nurse. In addition, the
LNP role may include the following responsibilities.

¢

Consultation and collaboration with a pediatrician and medical specialist in
adolescent medicine or other related field in addressing medical issues presented
by the students and in devel oping practice guidelines.

Provision of primary care to students.

Management of the health care of students with chronic and acute conditions
while providing intervention and/or referral as necessary.

Provision of physical examinations to identified students at appropriate intervals,
including prior to participation in sports, prior to obtaining work permits, and so
forth.
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Provision of physical examinations to identified school staff according to school
board requirements (e.g., school bus driver annual physical exam).

Consultation with teachers on health issues and provision of clinical in-service
education as needed.
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School Health Supervisor/Coordinator: Registered Nurse

Overview

The following are recommendations for school divisions to consider when developing a
position description for a school health supervisor/coordinator: registered nurse—School
Nursing Supervisor.

Scope of Responsibilities
The School Nursing Supervisor manages the total school nursing program, providing
nursing leadership within the school system. The supervisor coordinates the clinical

aspects of the school health program, collaborating with other members of the health
services and health education team.

Supervision Received
The School Nursing Supervisor reports to the school administrator as defined in her/his

position description and collaborates with the designated school physician in developing
and implementing the school health service program.

Supervision Given
The School Nursing Supervisor supervises al clinical nursing staff providing servicesin

the school health program, as well as those unlicensed personnel (e.g., health aides as
designated in the organizational chart).

Recommended Qualifications

¢ Must have avalid license to practice as a Registered Nurse in Virginia.

¢ Possess a minimum of a baccalaureate in nursing from an accredited nursing
program. (A master’s degreein nursing or related field is preferred with an emphasis
on nursing, education, or public health.)

¢ Have aminimum of three years experience in school nursing or arelated field.

¢ Experience in personnel management.
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Experience in program administration.
Certification by a national organization of school nurses.

Maintain certification in cardio-pulmonary resuscitation; CPR-instructor certification
for the supervisor or the supervisor’s delegate is recommended.

Assume responsibility for updating knowledge and skill in community health,
management, and related fields as new information emerges.

Compl ete ongoing continuing education programs pertinent to the evolving specialty
area of school health and school nursing practice.

Responsibilities

Needs Assessment.

¢

¢

Using available demographic, health, and school system data, identifies health needs
of the student population.

Selects or develops surveys, questionnaires, and other tools for obtaining information.

Planning.

¢

Assumes |eadership in the establishment of a school health service advisory
committee consisting of representation from such groups as school administration,
faculty, students, parents, and community providers.

Based on needs assessment, develops program goals, objectives, and action steps.

Coordinates planning with interdisciplinary colleagues in the comprehensive school
health education and health services program.

| mplementation.

¢

Employs, orients, and assigns qualified personnel to implement the school health
program.

I mplements communi cation systems that promote participatory management.
Participates in the development of an interdisciplinary plan for each building to
ensure that students in need of services are identified in atimely manner and

appropriate intervention is initiated.

Develops and implements written policies and procedures for the clinical services and
programs addressing health issues (e.g., immunizations, medication administration,
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services for children with specia health care needs, school-wide injury prevention
programs, and such special programs as groups addressing eating disorders, smoking
cessation, and violence prevention).

Develops and implements documentation systems at both the individual student level
and the programmatic level.

Provides clinical consultation to the health education staff, physical educators, and
other administrative and teaching staff.

Participates in interdisciplinary teams (e.g., crisis team, child abuse team, and so
forth) to ensure that integrated systems are in place that address the comprehensive
health needs of the student population.

Carries out communicable disease prevention and infection control measures based
on current guidelines for universal precautions, prevention of bloodborne pathogens
exposure, and hazardous medical waste disposal.

Ensures that there is an emergency care plan in place that is communicated to all staff
and is closely coordinated with community emergency care procedures.

Collaborates with other school administrators and teachers, and promotes a physically
and psychologically healthy school environment.

Promotes positive linkages and referral mechanisms to community providers for a
range of services addressing child and adolescent health.

Seeks opportunities to interpret the health needs of school-age children and
adolescents, the goals of the health service program, and the importance of health
education to administrators, school committee members, faculty, families and the
general community, through special reports, the media, health fairs, and other special
events.

Prepares and administers the health services budget; seeks opportunities to apply for
outside sources of funding for the school health services program.

Evaluation.

¢

¢

Compiles statistical reports as required by the school system and state agencies.
Evaluates nursing and other health service staff.

Reviews changing trends in health needs and the outcomes of programs to determine
need for revision of goals and objectives.
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Staff Development.
¢ Implements an ongoing continuing education program for staff.

¢ Encourages health services staff to participate in pertinent conferences and
workshops addressing a range of school health issues.

¢ Provides ongoing formal and informal feedback to staff about their progressin
achieving the goals of the program, encouraging their continued educational and
professional development.

Other.

¢ Collaborates with local nursing education institutions (e.g., provides student practice
in the school health programs, guest lectures, participates in nursing research), seeks
opportunities to give consultation on the specific issues of school-age children and
adol escents, and publishes when possible.
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Unlicensed Assistive Personnel

Overview

The following are recommendations for school divisions to consider when developing a
position description for unlicensed assistive personnel—UAP.

Scope of Responsibilities

Unlicensed Assistive Personnel (UAP) includes nursing assistants, clinic aides, health
aides, and so forth. The UAP assists in the school health program as determined by the
school nurse (who is aregistered nurse). Therefore, the scope of responsibilities will vary
according to school health program needs, the capabilities of the UAP, and the
availability of the school nurse to provide supervision. When the Registered Nurse
determines that certain tasks may be delegated to the UAP, such delegation shall be

under the supervision of the Registered Nurse and consistent with the Virginia Board of
Nursing regulations.

Minimum Qualifications

¢ Possess a high school diploma or its equivalent.

¢ Demonstrate sound judgment.

¢ Ability to communicate with verbal and written language.

¢ Beableto read and write English.

¢ Respect and protect the confidentiality of students, staff, families, and so forth.
¢ Bewilling to accept nursing supervision.

¢ Complete training in both cardio-pulmonary resuscitation and a basic first aid
program, and maintain the necessary certifications.

¢ Demonstrate clerical proficiency.

Recommended Qualifications

¢ Post high school education.
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¢ Office management skills, such as typing, computer literacy, and filing.
¢ Experiencein the care of the school-age child.

¢ Certification as anursing assistant.

Supervision Received

The UAP receives supervision from the registered nurse appointed under the provisions
of Virginia Nurse Practice Act.

Responsibilities

A Registered Nurse assigns responsibilities to the UAP. These responsibilities may
include but are not limited to the following activities.

Assisting in health care activities.

¢ Assistswith vision and hearing screenings and related tasks, such as recording
results, sending letters to parents/guardians, and so forth.

¢ Weighs and measures students; completes graphs of heights and weights.

¢ Assistswith preparation for health activities, such as physical examination of
students, immunizations, Mantoux testing, and so forth.

¢ Administers medications and treatments as delegated by the school nurse, after
having received the required training (if provided for in the policy of the local school
division or local health department).

¢ Reports major health concerns to the supervising school nurse and/or school
administrator within appropriate time limits.

¢ Providesfirst aid care to students with minor injuries.

¢ Follows guidelines contained in First Aid Flipchart for School Emergencies. (See
Appendix B.)

¢ Reports all illnesses and injuries to the school nurse for professional review, care,
and/or follow-up.

¢ Contacts parents of ill or injured students.

¢ Maintains confidentiality on student information.
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¢

¢

Maintains a clean, orderly, and attractive health office/clinic.

Attends ongoing in-service education programs.

Performing clerical functions.

¢

Records health information (e.g., results of various screening tests, immunization
information, and so forth).

Maintains an up-to-date master file of student health emergency information and so
forth.

Sends notices to parents, tabulates returns, and follows up on non-respondents.

Provides ongoing communication to the school nurse regarding the status of health
notices.

Distributes information, forms, and so forth, to teachers and administrative staff.
Develops computer skills as needed.

Initiates and distributes incident and accident reports according to school division
policy.
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School Health Volunteer

School health volunteers should be selected and function according to local school
division policy. Volunteers should not administer medications or perform treatments
unless specifically covered by local school board policy. In addition, they should not
have access to confidential student records.

Reference. Virginia Department of Education. (1999). Guidelines for the Management of
the Student’ s Scholastic Record in the Public Schools of Virginia. Richmond, Va.:
Author.
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School Health Physician

Overview

In elementary, middle, and high schoolsin Virginia, the physician might have the
following roles in the school health program.

Primary Care Provider. “The most valuable role of the physician as primary care
provider in a school program isthat of general resource and liaison between the child, the
family, and school personnel. By interpreting the health problems of a student for school
personnel, the physician helps the staff to modify the student’s program as needed.
Conversely, the school helps the primary care provider by providing pertinent
information, and by reporting observations about the student’ s physical and emotional
behavior. In certain circumstances, the school can help the physician manage some
aspects of health problems, such as psychosocia disorders, chronic disease, and physical
disabilities.”*

School Health Physician. Therole of the school physician isto serve in the capacity of
consulting medical director to provide medical evaluations, consultation, and support to
nursing personnel. The duties of the school physician are to provide consultation to the
school health program, provide medical evaluations where appropriate, and maintain
two-way communication between the school and the student’ s primary care physician.
The school health physician usually serves as advisor for medical concerns related to
medically fragile/unstable students, special education placement, and issues related to
Section 504 of the Rehabilitation Act.

The school physician may be employed by a single school division or by a group of
school divisions.

Medical Director of the L ocal Health Department. Therole of the medical director of
the local health department (Health District Director) is to serve as a consultant and/or
advisor to the local school division regarding school health laws, immunization
regulations, control of communicable diseases, and enforcement of environmental laws
and regulations.

9 American Academy of Pediatrics. (1987). School Health: A Guide for Health Professionals (p. 9).
Grove, Il.: The Academy.
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Recommendation

The following are recommendations for school divisions to consider when developing a
contract for a school health physician.

Scope of Responsibilities
The school physician/physician consultant contracts with the local school division to provide
medical expertise and consultation in the development and implementation of the school

health program. The school nurse may request consultation on individual students or groups
of students with specific health issues at any time. The school physician acts as a resource.

Qualifications

¢ Must have avalid license to practice medicine in the Commonwealth of Virginia.

¢ Knowledgeable about the health needs of children and adol escents.

¢ Additiona Suggested Qualifications: The school physician/physician consultant should,
in addition, be board certified or board eligible in pediatrics or family practice. When the

primary student population includes adolescents, the medical consultant or school
physician should have education and experience in adolescent medicine.

Responsibilities
The school physician/physician consultant may include the following responsibilities.
Consultation to the school health program.

¢ Provides general consultation to school nurse and to the school division on matters
relating to the health of the school population.

¢ Collaborates with the school nurse in identifying the need for and developing policies and
procedures governing school health services for individuals or groups of students, which
are then shared with the school health advisory board for adoption.

¢ Participates as amember of the school health advisory board.

¢ Provides consultation on the development of policies pertinent to the health and safety of

the school (e.g., emergency care plan, first aid program, bee sting protocol, HIV/AIDS,
environmental safety, athletic safety).
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Collaborates with the school nurse, school administrators, and other pertinent school
personnel, as well as the local health department, to develop and implement a program
for immunization against communicable diseases and control of infectiousillnesses (e.g.,
bloodborne ilinesses, parasitic diseases, and tuberculosis) and assists in developing poli-
cies on exclusion and readmission of students based on the aforementioned conditions.

Collaborates with the interdisciplinary comprehensive school health education staff to
develop educational programs specific to the current needs of student, faculty, and parent
groups on such topics as nutrition, child development, family life, HIV/AIDS prevention,
and so forth.

Collaborates with the school nurse, teachers, support staff, and parents on specific health
issues of individual students as they relate to the school setting, including classroom
management of the student with physical or emotional problems.

When indicated or requested by the school nurse, communicates with the student’s
primary physician on medical issues pertinent to the school setting.

When indicated or requested by the school nurse, reviews the reports of physical
examinations performed by the student’s primary care provider.

Physical assessment.

¢

¢

Compl etes the health assessments on such students who do not have this service
performed by a primary care provider.

Provides the physical examination of students participating in competitive or contact
sports, prior to that participation (for students who do not have this service performed by
aprimary care provider).

Examines students referred by the school nurse or other personnel because of health
issues identified during screening and/or frequent school absences (if this service is not
provided by a primary care provider).

Conducts physical examinations on students as needed for special education assessment.

Health education.

¢

In collaboration with the comprehensive health education staff, assists in presenting
educational programs as needed by faculty, parents, and students.

Coordination with community providers.

¢

In collaboration with the school nurse, interprets the needs and responsibilities of the
school health program to the school committee, the community, and other health care
providers within the community.

Collaborates with other medical and public health professionals in prevention programs
designed to enhance the health of children and adolescents within the community.
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Delineating Roles and Responsibilities for the
Safe Delivery of Specialized Health Care

Authorization

Code of Virginia, Sections 22.1-274, School Health Services. The Code of Virginia
states that each school board may strive to employ, or contract with local health
departments for, nursing services consistent with aratio of at least one nurse (i) per 2,500
students by July 1, 1996; (ii) per 2,000 students by July 1, 1997; (iii) per 1,500 students
by July 1, 1998; and (iv) per 1,000 students by July 1, 1999.

Excerpt: See Appendix A for Code of Virginia, 8 22.1-274, A-D.

Code of Virginia, Section 54.1-3000, Definitions. The Code of Virginia defines
“professional nurse,” “professional nursing,” “practical nurse,” and “practical nursing.”

Excerpt:

Registered Nurse

“Professional nurse,” “registered nurse” or “registered
professional nurse’” means a person who is licensed under the
provisions of this chapter to practice professional nursing as
defined in this section. Such a licensee shall be empowered to
provide professional services without compensation, to promote
health and to teach health to individuals and groups. The
abbreviation “ RIN.” shall stand for such terms.

“Professional nursing,” “registered nursing” or “registered
professional nursing” means the performance for compensation of
any nursing acts in the observation, care and counsel of
individuals or groups who areiill, injured or experiencing changes
in normal health processes or the maintenance of health; in the
prevention of illness or disease; in the supervision and teaching of
those who are or will be involved in nursing care; in the
delegation of selected nursing tasks and procedures to
appropriately trained unlicensed persons as determined by the
board; or the administration of medications and treatments as
prescribed by any person authorized by law to prescribe such
medications and treatment. Professional nursing, registered
nursing and registered professional nursing require specialized
education, judgment, and skill based upon knowledge and
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application of principles from the biological, physical, social,
behavioral and nursing sciences.

Licensed Practical Nurse

“Practical nurse” or “licensed practical nurse” means a person
who is licensed under the provisions of this chapter to practice
practical nursing as defined in this section. Such a licensee shall
be empowered to provide nursing services without compensation.
The abbreviation “ L.P.N.” shall stand for such terms.

“Practical nursing” or “licensed practical nursing” means the
performance for compensation of selected nursing acts in the care
of individuals or groups who are ill, injured, or experiencing
changes in normal health processes; in the maintenance of health;
in the prevention of illness or disease; or, subject to such
regulations as the Board may promulgate, in the teaching of those
who are or will be nurse aides. Practical nursing or licensed
practical nursing requires knowledge, judgment and skill in
nursing procedures gained through prescribed education.
Practical nursing or licensed practical nursing is performed under
the direction or supervision of a licensed medical practitioner, a
professional nurse, registered nurse or registered professional
nurse or other licensed health professional authorized by
regulations of the Board.

See Appendix A for Code of Virginia, § 54.1-3000.

Code of Virginia, Section 54.1-3005, Specific powers and duties of the Board. The
Code of Virginia confers specific powers and duties to the Board (of Nursing). One
specific power/duty involves delegation.

Excerpt:

To promulgate regulations for the delegation of certain nursing
tasks and procedures not involving assessment, evaluation or
nursing judgment to an appropriately trained unlicensed person by
and under the supervision of a registered nurse, who retains
responsibility and accountability for such delegation.

See Appendix A for Code of Virginia, § 54.1-3005.

Note: At the time of development of this manual, the final regulations had not been
promulgated by the Virginia Board of Nursing. Please contact the Board of Nursing at
(804) 662-9909 for current information on del egation.
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Overview

Role Delineation. Advances in health care technology and procedures have resulted in
increased numbers of children with special health care needs in the school setting. The
trends toward out-patient and home-based treatments, federal mandates for educating
special education students in the regular classroom, plus parental expectations have all
reinforced the need for school divisionsto clearly define roles and responsibilitiesin
addressing the specialized health care needs of these children.

Delegation. Theissue of delegation involves the responsibilities of registered nurses
(R.N.s) in delegating patient or client care activities to unlicensed persons.® The
American Nurses Association (1992) defines delegation as the transfer of responsibility
for the performance of an activity from one individual to another while retaining the
accountability for the outcome. The National Council for State Boards of Nursing (1990)
defines delegation as transferring to a competent individual authority to perform a
selected nursing task in a selected situation.

Note: At the time of development of this manual, the final regulations for delegation had
not been promulgated by the Virginia Board of Nursing. The Virginia Board of Nursing
will include a definition of delegation in its regulations.

Recommendation

Role Delineation. Specialized health care procedures should be performed by qualified
personnel who have received child-specific training as defined by the student’s primary
health care provider(s) and the student’ s family. Every student who has a special health
care need requiring nursing care, intervention, and/or supervision should have a nursing
care plan written by a nurse.

The National Joint Task Force for the Management of Children with Special Health
Needs with membership from the American Federation of Teachers, the Council for
Exceptional Children, the National Association of School Nurses, and the National
Education Association developed the matrix, “ Guidelines for the Delineation of Roles
and Responsibilities for the Safe Delivery of Specialized Health Care in the Educational
Setting.” > (Please see matrix at the end of this section.) Many of the special health care
procedures that some children may need in the educational setting are regulated by
professional standards of practice. The matrix delineates the persons qualified to perform

0 Schwab, N. and Hass, M. (1995). Delegation and Supervision in School Settings: Standards, |ssues, and
Guidelines for Practice (Part 1). Journal of School Nursing, 11(1), pp. 19-27.

*! Joint Task Force for the Management of Children with Special Health Care Needs. (May, 1990).

Guidelines for the Delineation of Roles and Responsihilities for the Safe Delivery of Specialized Health
Carein the Educational Setting. Reston, Va.: Author.
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specific procedures, who should perform them, and the circumstances under which these
persons would be deemed qualified. The term “qualified” assumes that the individual has
received appropriate training and has been certified as competent to perform the
procedure by aregistered nurse or physician. The matrix may be useful to
administrators, health care providers, and educators in planning educational programs for
staff who provide care for children with specia health care needs.

Delegation. Inthe Commonwealth of Virginia, aregistered nurse can delegate certain
nursing tasks to an appropriately trained unlicensed person who is under the RN’s
supervision. When delegating, the RN retains responsibility and accountability for such
delegation. Asdefined in the Code of Virginia, RNs cannot delegate nursing tasks and
procedures that involve assessment, evaluation, or nursing judgment. The final
regulations, which will be developed by the Board of Nursing, will address the
requirements that must be met in order for atask to be delegated.
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CHAPTER 2

Parent and Community Involvement

This chapter presents guidelines for increasing parent and community involvement in
schools, an essential component of a school health program. Included within this chapter
isinformation about related codes, policies, and recommendations for engaging a wide
range of resources and support to enhance the health and well-being of students.

In This Chapter

Involving Parents and Community

Establishing and Enhancing School Health Advisory Boards
Involving Parent/Teacher Groups

Developing Partnerships

Building Support for School Health Programs
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Involving Parents and Community

I ntroduction. Involving parents and the community is essential to a successful school
health program. By integrating school, parent, and community in a school health
program, the health and well-being of students are enhanced. Examples of parent and
community involvement in school health include school health advisory boards (SHABS),
such parent teacher organizations as the PTA, and partnerships with organizations within
the community. Thisinvolvement creates broadly-based constituencies for school health
that build support for school health program efforts.

Please refer to “ Developing a Program: Planning Process Steps’ in Chapter | for detailed
information on how to develop a program.

Definitions. Although a universally accepted definition of the term * Parent and
Community Involvement” has not been adopted, Health Is Academic: A Guideto
Coordinated School Health Programs presents the following definition: *2

Family and Community Involvement in Schools: Partnerships
among schools, families, community groups, and individuals.
Designed to share and maximize resource and expertise in addressing
the healthy development of children, youth, and their families.

According to the Institute of Medicine (IOM) Committee on Comprehensive School
Health Programs in Grades K-12, and as described in Chapter |, a comprehensive school
health program (CSHP) “involves and is supportive of families and is determined by
thelocal community based on community needs, resour ces, standards, and
requirements.”

Each term printed in bold is further described and discussed in the IOM interim statement
and final report. A brief summary of these terms is described below, as defined by the
IOM Committeein itsfinal report. >

I nvolve means to engage as a participant, to include. Supportive of
families implies helping, assisting, or advocating, to keep families as
a key foundation, with family defined in its broadest context as a unit
consisting of one or more children plus parent(s), guardian, or other
care provider(s). Involving the family implies that the family has

2 Marx, E., and Wooley, S.F. (1998). Health |s Academic: A Guide to Coordinated Health Programs (p.
4). New York, N.Y.: Teachers College Press.

%3 Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 60). Washington, D.C.: National Academy Press.

> Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 61-62). Washington, D.C.: National Academy Press.
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knowledge about the CSHP and participates in community
deliberations to determine needs and to design program strategies,
activities, and services. When properly designed and sensitive to
community concerns, CSHPs provide family support by reinforcing
community values and providing access to health and social services,
both for students and possibly for other family members.

Determine means to come to a decision by investigation, reasoning,
or calculation, to settle or decide by choosing among alternatives or
possibilities.

The local community refers to the wide range of stakeholders—
parents, students, educators, health and social services personnel,
insurers, business and political leaders, and so forth—at the
particular site where the programwill be implemented.

Need refers to the lack of something desirable or useful and to
conditions requiring relief or remediation. Resources refer to the
strengths and available sources of relief or recovery upon which the
community can draw in meeting identified needs. Standards and
requirements involve both professional and legal criteria and
community ethics, mores, and values.

Recommendation

Beginning the Process. Asdescribed in Chapter |, various models for school health
programs exist, but most models have essential common elements. There is no one
universally accepted “best” formulafor establishing a school health program—each
community must specifically tailor the program to meet its needs. Active community
involvement is the key, and the integration of school programs with other community
efforts appears to produce more positive results than a school or community program
operating in isolation. >

Planning Process. The form and structure of a school health program should be
determined through a deliberate planning process by a broad range of stakeholders—
those who will be involved in and affected by the program. *® Chapter | describes a
logical planning process that can be used to devel op the program.

% Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 76). Washington, D.C.: National Academy Press.

% Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p. 61). Washington, D.C.: National Academy Press.
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Subsections
The following subsections describe some of the ways to involve the local community—
parents, students, educators, health care and social service providers, insurers, business,

policymakers, and so forth—in developing the form and structure of the school health
program.

¢ Enhancing and Establishing School Health Advisory Boards
¢ Involving Parent and Teacher Groups

¢ Developing Partnerships
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Establishing and Enhancing School Health
Advisory Boards

Authorization

Code of Virginia, Section 22.1-275.1, School Health Advisory Board. The Code of
Virginia requires that each school board shall establish a school health advisory board of
no more than twenty membersto assist with the development of health policy in the
school division and the evaluation of the status of school health, health education, the
school environment, and health services.

Excerpt: See Appendix A for Code of Virginia, § 22.1-275.1.

SUPTS. MEMO. No. 137, June 19, 1992, Subject: School Health Education
Advisory Board.

Excerpt:

The 1992 General Assembly amended and reenacted § 22.1-275.1
to require each school division to have a school health advisory
board. The advisory board should be organized to advise school
divisons about the development and implementation of school
health programs, including health instruction, the school
environment and health services.

The school health advisory board should be organized to include
no more than twenty (20) members, with a broad base of
representation including parents, students, health professionals
and educators. In addition, the board may be organized to include
representatives from community agencies, the local school board,
business and industry, child advocacy groups, volunteer health
agencies, the school division staff, and institutions of higher
education. Each advisory board is required to meet at least semi-
annually and to provide an annual report on the status and needs
of student health in the school divisions to any relevant school, the
school board, the Virginia Department of Health and the Virginia
Department of Education.
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Overview

History. School health advisory boards began with a Governor’s Task Force on Child
Health. To accomplish the goal of Virginia s students taking full advantage of a*“world
class education,” the Governor’s Task Force on Child Health recommended that the
Secretaries of Education and Health and Human Resources work together to encourage
local school divisions to increase the school’ srole in improving the health of the children
of the Commonwealth so that they are ready to learn and can concentrate on learning
while they are in school. To reinforce this effort the 1992 General Assembly amended
and reenacted Section 22.1-275.1 of the Code of Virginia to require each school division
to have in place a school health advisory board (SHAB) by December 1992.

Recommendation

Member ship. As described in A Guide to Establishing and Maintaining School Health
Advisory Boards,”” a school health advisory board is an advisory group composed
primarily of individuals selected from broad-based segments of the community, including
but not limited to parents, students, health professionals, educators, and others. The group
acts collectively to provide advice to the school division on aspects of the school health
program. The members of a school health advisory board are specifically appointed by
the school division to advise the school division.

SHABs may have up to 20 members. Each member should:

¢ Beinterested and involved in youth-related activities.

¢ Have ageneral understanding or awareness of the community.
¢ Haveprofessional abilities to contribute to the SHAB.

¢ Bewilling to devote time to the SHAB.

¢ Berepresentative of the community’ s population.

¢ Berespected by the community.

Potential SHAB members should include members from some of the following
categories:

¢ Parentsor parent groups.

*" Virginia Department of Education. (1995). A Guide to Establishing and Maintaining School Health
Advisory Boards. Richmond, Va.: Author.
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¢

¢

Medical professionals, such as nurses, physicians, dentists, nutritionists,
psychologists, speech-language pathologists, vision specialists, and audiol ogists.

Social services agencies.

Business/industry.

Volunteer health agencies.

Churches/synagogues.

Hospitals/clinics.

Public health agencies.

Civic and service organizations.

Community service boards.

Colleges/universities.

Public media.

Attorneys and law enforcement officials.

School personnel, such as pupil medical director, health supervisor/coordinator,
guidance counselor, nutritionist, high school student, principals, teachers, school
nurse, custodian bus driver, vision/hearing specialist, and speech therapist.

Y outh groups.

Professional societies.

Government officials.

Functions. The SHAB facilitates understanding and cooperation among those interested
in developing and improving the local school health program. In addition to their overall
purpose of advising school divisions about the development and implementation of

school health programs, SHABs perform many other functions. These potential functions
should be periodically reviewed by the board and the school system to determine
mutually beneficia priorities. If weighting is not provided by the school system, the
SHAB may annually decide which functions should receive the most emphasis, or the
decision may be made according to the board plans for each major issue, project, or topic.
Whatever the priorities, the SHAB meetings and other activities should reflect these
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functions. The following isasummary of required and recommended functions of a
SHAB.*®

¢ Health Policy: Assist with the development of health policy in the school division.
(Required by Code of Virginia, § 22.1-275.)

Note: Information gathered from assessment actives can be used to assist policy
makers in developing policies based local priorities, needs, and resources. Policy
development includes consideration of political, organizational, and community
values. Good policy development includes information sharing, citizen participation,
compromise, and consensus building. * Please see “Planning Process Steps” in
Chapter | for information on assessing the school community health status and
available resources.

¢ Evaluation: Assist with the evaluation of the status of school health, health education,
the school environment, and health services. (Required by Code of Virginia, 8 22.1-275.)
Please see “Planning Process Steps” in Chapter | for information on evaluating the
effectiveness of a school health program.

¢ Meeting: Hold meetings at least semi-annually. (Required by Code of Virginia, § 22.1-
275.)

¢ Student Health Report: Report on the status and needs of student health in the school
division to any relevant school, the school board, the Virginia Department of Health, and
the Virginia Department of Education. (Required by Code of Virginia, § 22.1-275.)

Note: The Department of Education and Department of Health collaboratively administer
the reporting process by administering an annual school health advisory board survey and
publishing an annual report of survey findings. The purpose of the annual report isto
provide information to state and local policy makers for improving school health
programs in the Commonwealth

For further information about the school health advisory board reporting process and
published reports, contact Fran Meyer, Comprehensive School Health Specialist, Office
of Special Education and Student Services, Virginia Department of Education, telephone
(804) 225-4543.

%8 Adapted from Virginia Department of Education. (Reprinted November 1995). A Guide to Establishing
and Maintaining School Health Advisory Boards. Richmond, Va.: Author.

% Adapted from Washington State Core Governmental Public Health Functions Task Force Members.

Core Public Health Functions (July 1993). Washington, DC.: National Association of County Health
Officials.
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The 1995 — 96 report, entitled School Health Advisory Boards: A Report on School
Health Advisory Boardsin Virginia for School Year 1995 — 96, published October 1997,
ison the web at http://www.vdh.state.va.us/fhs/child/school/publications.htm. Itis
anticipated that future reports will be available at the same web site.

¢ Visbility for School Health: Provide visibility for school health within the school
system and community by communicating to school personnel and community
members messages of concern for the health of students and staff.

¢ Parent and Community Involvement: Promote parent, citizen, and professional
involvement in the schools by providing an opportunity for participation by parentsin
activities and decisions influencing the lives of their children and by serving asa
mechanism for involving other community members.

¢ Advocacy for School Health: Conduct or facilitate activities that bring attention to
the relationship between academic achievement and health, including benefits of
high-quality school health programs, such as improvement in attendance, decreased
tobacco use among students and staff, decreased disciplinary problems, and delayed
onset of high-risk behaviors.

¢ Forum for Health I ssues: Provide a positive environment for constructive
presentations and reviews of controversial health issues affecting students and school
staff that need to have a specific place in the community for discussion, decision-
making, and planning.

¢ Recruitment of Community Health Resour ces. Coordinate the participation of
multiple community individuals and agencies to address a specific need in the school
health program.

¢ Facilitate Under standing of Schools and Community Segments: Provide
opportunities for parents and other community membersto gain further insight into
the life of schools and allow school personnel to learn more about varied
backgrounds and views of community segments.

Note: The Virginia Department of Health, Office of Minority Health, is available to
provide consultation and technical assistance on improving the health of African-
Americansg/Blacks, Asian/Pacific Islanders, Native Americans, and Hispanics/Latinos
in the Commonwealth through policy development and program analysis.

For further information about minority health, contact Robert L. Bolling, Director,
Office of Minority Health, Virginia Department of Health, telephone (804) 786-3561.
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¢ Public Relations: Function as public relations extensions of the school division by
informing the community, media, and school personnel about school health program
components, goals, objectives, and success.

¢ Facilitate Innovation: Advocate for the introduction of new or enhanced school
health program components by sharing with school personnel special interests or new
approaches, providing financial and motivational support for change, and functioning
as a sounding board for new approaches.

Resources

For more information on the formation and maintenance of a school health advisory
board refer to:

Virginia Department of Education. (1995). A Guide to Establishing and Maintaining
School Health Advisory Boards. Richmond, Va.: Author.
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Involving Parent/Teacher Groups

Overview

Parent and Teacher Groups. Another way to involve the community and parentsis
through parent and teacher groups, such as the local parent teacher organization (PTO) or
local/state chapter of the National Parent Teacher Association (PTA). The PTOs are local
organizations with guidelines developed by each local organization. The local PTA
chapter is part of the national association and abides by the national association
guidelines for Parent Teacher Associations. In Virginia, the state association is called the
Virginia Congress of Parents and Teachers. Involving parents and the community
through such established organizations as the PTA or local PTO can provide support for a
school health program in the form of administrative support, actual personnel to staff the
programs, program advocates, and financial support.

National PTA. % Both the mission and objectives of the National PTA are congruent
with the concept of a successful school health program. The mission of the National PTA
isthree-fold:

¢ Tosupport and speak on behalf of children and youth in the schools, in the
community, and before governmental bodies and other organizations that make
decisions affecting children.

¢ Toassist parentsin developing the skills they need to raise and protect their children.
¢ To encourage parent and public involvement in the public schools of this nation.
The objectives of the PTA are:

¢ To promote the welfare of the children and youth in the home, school, community,
and place of worship.

¢ Toraisethe standards of home life.
¢ To secure adequate laws for the care and protection of children and youth.

¢ To bring into acloser relationship the home and the school so that parents and
teachers may cooperate intelligently in the education of children and youth.

€ National PTA. (1998, August 7). Our Mission, Objective, and Promise. Children First Web Site [On-
ling]. Available: http://www.pta.org/siteM ap.htm
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¢ To develop between educators and the general public such united efforts as will
secure for all children and youth the highest advantages in physical, mental, social,
and spiritual education.

The National PTA ! has adopted seven standards for parent/family involvement
programs to promote meaningful parent and family participation in schools, to raise
awareness regarding the components of an effective program, and to provide guidelines
for schools that wish to improve their programs. The following standards reflect the
National PTA’s commitment to parent involvement in schools: %

I.  Communicating - Communication between home and school is regular, two-way, and
meaningful.

I1. Parenting - Parenting skills are promoted and supported.
[11. Student Learning - Parents play an integral role in assisting student learning.

V. Volunteering - Parents are welcome in the school and their support and assistance are
sought.

V. School Decision Making and Advocacy - Parents are full partnersin the decisions
that affect children and families.

V1. Collaborating with Community - Community resources are used to strengthen
families and student learning.

Recommendation

Ideasfor Parent Involvement in a School Health Program. The Health Committee of
the Virginia Congress of Parents and Teachers developed the following list of potential
ways that parents might be involved in some of the components of a school health
program.

1. Health Services

¢ Parentswith training in universal precautions can be volunteers for school-based
health services.

¢ Parents can drive/walk students to appointments.

¢ National PTA. (1997, August 8). PTA Guide to the National Standards for Parent/Family |nvolvement
Programs [On-ling]. Available: http://www.pta.org/programs/stnrdgd.htm

% bid.
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¢

¢

Parents can assist staff members with non-confidential paperwork.

A school nurse (with assistance from the local PTA) can plan and conduct many
types of training sessions for parents, including first-aid, disease prevention and
control, and injury prevention.

2. Health Education

¢

Parents can talk with the school administration about mailing the school board’s
newsletter to parents.

Parents can volunteer to have aregular column on student and family health in the
newsletter.

Parents can ask teachers to require their students to share articles on health with
their parents. (This may meet the challenge of possible parent illiteracy.)

Parents can hold parent education workshops for other parents. In doing so,
parents should be included in the planning and implementation of the workshops.

Parents can help provide incentives to encourage attendance at the workshops
(e.g., providing transportation to the workshops, child-care during the workshops,
and food/refreshments for the participants).

Parents can help with publicizing the events (e.g., school newsletters, PTA
newsletters, menus, phone tree, television, radio, through homeroom/health
classes, use of case workers).

3. Physical Education

¢

Parents (through the local PTA) can help sponsor awards for participation in sports
that also encourage academic excellence (for males and females). Parents may
want to sponsor “most improved” awards.

Parents can work with the school’ s physical education department to plan and/or
implement field days and “athletic” festivals, class/grade/school dance
performances, or events.

Parents can volunteer with the school’ s athletic department to work at track meets
and swim (or other) classes.

4. School Nutrition Services

¢

Parents can work with the school personnel to establish a parent-student school
nutrition committee (or subcommittee to the local school health advisory board) to
help the nutrition services staff promote good nutrition practices.
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¢

Parents can work with the school administration to invite other parents to eat at
school with their children at least twice ayear.

Parents could help the school establish a“lunch buddy” program where parents (or
other professionals, community members, or other role models) could eat lunch on
aregular basis (once or twice a month) with assigned students. These role models
may give support and encouragement to students on a one-on-one basis.

5. Counseling and Psychological Services

¢

In most cases, parents should be involved in any counseling and psychological
services provided their own children (unlessit is determined that it is not in the
best interest of the student).

Parents may assist school staff members in non-confidential paper work.
Parents may drive/walk students to appointments.

Parents and school staff members may collaborate to plan and implement training
sessions for other parents.

6. Healthy School Environment

¢

Thelocal PTA, or other parent group, can work with the school administration to
conduct an evaluation of the school environment (grounds, ventilation, handicap
accesses, crosswalks, safety features, and so forth).

Parents can devel op a school-sponsored project to improve some aspect of the
school’ s environment. However, local PTAs are discouraged from raising large
sums of money for such projects. An aternative is to develop a business-PTA
partnership to fund the project and/or arrange for volunteer labor. Parents can
work with the local school board to fund projects to improve the school grounds
and facilities. It is also important to be aware of tax laws related to these projects.

7. Staff Wellness Programs

¢

Parents can work with school personnel to establish school staff wellness
programs.

Parents can volunteer to assist in sponsoring staff health screenings.

Parents can work with a school committee to plan and implement
parent/staff/student wellness nights.

Parents can sponsor incentives for on going parent/staff “health improvement
programs (e.g., smoking cessation, weight control, exercise programs, and so
forth).
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Developing Partnerships

Overview

Introduction. Many local school divisions do not have the resources to provide the type
of school health program that the community needs. The school health program team
should look outside the school division to meet these needs. These outside avenues may
include the development of a partnership with other community organizations.

Potential Partnerships. Potential partnerships that the school division might explore
include nonprofit agencies, corporations, or managed care organizations. Examples of
partnerships are summarized below.

¢

Nonprofit Agency. A partnership could be developed with a nonprofit agency, such
as the American Cancer Society (ACS). ACS has a strong school health division that
has many volunteers and educational programs which include printed materials,
videos, posters, and handouts. If a school division has a need for education on theills
of tobacco or how to reduce risk factors in elementary school children, then ACS
could help with that need.

Corporate. A corporate partnership could be developed with alarge corporation
with large numbers of employees who have children in a school division. The
corporation may be willing to fund specific project or provide the expertise and staff
for aschool health program.

Health Maintenance Organization. A school division entering into a partnership
with health maintenance organization to manage a school-based health center is an
example of a partnership with a managed care organization.

Local Small Business. Employees of a small company could read to students.

Local Civic Organizations. A senior citizen group could team with students to be
“lunch buddies.”

I ndividuals. Parents with medical backgrounds (e.g., nurses) could volunteer to assist
with screening programs.

Recommendation

Guidelinesfor Developing New Partnerships. The following guidelines are key
concepts when developing a new partnership.
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¢ Involve All Key Players - Involve all persons who have a stake in the proposed
program to include organizational representatives, influential people in the
community, and children and families who will be affected by the program.

¢ Choose aRedlistic Strategy - Choose a strategy that reflects the level of commitment
by all partners. The potential partner may not be ready for atrue collaborative
relationship but would rather commit to a cooperative relationship. For example, a
local health department may be able to provide nurses two days aweek to assist with
immunizations for a school health program. Thislevel of commitment could be used
to build trust and a sense of accomplishment that could lead to a more ambitious
collaborative commitment.

¢ Establish a Shared Vision - When partners share a vision of the issues and priorities
concerning school health, it is much easier to establish common goals and objectives.
The shared vision may occur over time through cooperative partnerships that lead to a
collaborative relationship.

¢ Agreeto Disagreein the Process - Develop a communication process that provides
the means to express disagreement. This conflict and its resolution may help the
program to move forward rather than becoming bogged down in a process.

¢ Make Promises You Can Keep - Create momentum and a sense of accomplishment
through setting attainable goals.

¢ “Keep Your Eyeson the Prize’- It isimportant to maintain momentum by focusing
on the long term goal and not becoming bogged down in the daily conflicts.

¢ Build Ownership at All Levels - Include representatives from involved agencies and
keep al staff membersinformed of changes.

¢ Avoid “Red Herrings’ - Maintain focus on the goal and work out technical
difficulties after objectives have been identified.

¢ Ingtitutionalize Change - Objectives devel oped from the partnership must be
incorporated into the institution’ s organi zation so that proposed changes can endure.

¢ Publicize Your Success - Publicizing successful results can lead to attracting more
funding and opportunities for more innovation.

Funding Sour ces and Reimbur sements. When looking for partnerships, the school
division is also looking for funding sources. The funding source may bein a partnership,
but it may also come from other sources. Funding sources may include, but are not
limited to, the following:
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¢ Grantsfrom state agencies.

¢ Grants from nonprofit organizations, such as the March of Dimes, American Cancer
Society, American Heart Association.

¢ Centersfor Disease Control and Prevention, Division of Adolescent and School
Health (CDC/DASH).

¢ Loca businesses.
¢ Large corporations.

¢ Internet (search for sponsors or partners that may be interested in a specific part of a
school health program). For example: the CDC'’s School Health Program Finance
Project database contains information on federal funding sources for school health
programs. Plans are underway to add state-specific and foundation funding
information. The internet address is http://www.cdc.gov/nccdphp/dash/funding.htm.

¢ Loca Parent Teacher Association.
¢ Medicaid reimbursement.

The Coordinator Role. In most school divisions, the school health coordinator isa
school nurse or an administrator with direct responsibilities for school health. The school
health coordinator oversees the implementation of the school health services plan and
coordinates school health services with the other components of the school health
program. Therefore, the role of the coordinator isimportant in the devel opment and
implementation of partnerships. For example, the school health coordinator can provide
leadership by coordinating school health services with community-based medical and
mental health providers, school-based or school-linked health center staff (if one exists),
and local public health officials. The coordinator can act as a liaison between the schools
and public health staff and local health care providers who can provide consultation on
issues involved with students with special health care needs, school wide health, and
health policy. In addition, the coordinator can involve local health care providersin the
planniegg, implementation, and evaluation of programs as well asin policies to develop
them.

Example of a Partnership: School-Based Health Centersand Managed Care
Organizations. An example of a partnership in a school health program is between a
school-based health center and a managed care organization. When developing a
partnership with a managed care organization, the following principles developed by a

 Marx, E., and Wooley, S.F. (1998) Health Is Academic: A Guide to Coordinated Health Programs (pp.
184-185). New York, N.Y.: Teachers College Press.



98

national workgroup on structuring the relationships between school -based health centers
and managed care organizations should be considered. *

¢

Principle 1: Common Mission - The school health program and the organization with
which the partnership is formed should have a common mission. For example, a
partnership between a primary care delivery service and a school-based health center
may have the common mission to promote quality of care by increasing access to care
and providing risk-reduction services, user satisfaction, and early intervention.

Principle 2: Scope of and Authorization for Services - When developing the
partnership, the scope of services or what services each party will provide and how
those services will be authorized should be defined in writing in a contract.

Principle 3: Linkages Between the Partners - Each partner should commit to ongoing
communication and mutual assistance to ensure quality of care. A policy should be
developed to define the frequency and type of communication

Principle 4: Linkages Between Agencies Outside the Partnership - Any linkages
between agencies outside the partnership (e.g., laboratories, pharmacies, or referrals)
should be specified in writing.

Principle 5: Confidentiality - Each partner should commit to ongoing collaboration to
ensure that confidentiality is maintained.

Principle 6: Quality Improvement - Both partners should commit to the development
and maintenance of quality improvement. This may include ajoint approach to data
collection, agreed-upon standards of practice, assessments, and joint mutual
utilization review.

Principle 7: Reimbursement - A formulafor reimbursement should be determined
between the partners and specified in writing in a contract.

Resourcesfor Establishing a Partner ship Between a School-Based Health Center
and Managed Care Organization. Many programs are being developed to facilitate the
development of partnerships between managed care organizations and health care
providers, such as a school-based health center. “Making the Grade” is a national
program of the Robert Woods Johnson Foundation located in the School of Public Health
at George Washington University. This national grant program supports state and local

% A Partnership For Quality and Access: School-Based Health Centers and Health Plans. (1996). School
Headlth Initiative Policy: New York, N.Y.. A Specia Report on the 1995 Work Group Meetings.
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partnerships to establish school-based health centers and includes information on
developing partnerships with managed care organizations. Information on “Making the
Grade” can be obtained by contacting:

Making the Grade

Suite 505

1350 Connecticut Ave., NW
Washington, D.C.
(202)466-3396
(202)466-3467 fax
http://www.gwu.edu/~mtg
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Building Support for School Health Programs

Overview

Introduction. One of the biggest benefits of a successful school health program can be a
closer working relationship between parents and schools. Working with parents, businesses,
local health officials, and other community groups, a school can form powerful coalitions to
address the health needs of students.

A successful approach to school health programs may look very different in each school,
district, community, town, city, or state in which it has been implemented. And while

devel oping the elements of a school health program may seem difficult at first, the redity is
that many schools and communities across the country are already utilizing some of the eight
components. What's more, when parents, teachers, students, and dedicated members of the
community work together and make a commitment to put these different elementsin place,
the results can be powerful.

School Health Starter Kit. To help policy makers and their staff help schools and
communities build support for a coordinated approach to school health, the Council of Chief
State School Officers (CCSSO) and the Association of State and Territorial Health Officias
(ASTHO) have prepared a*“ Starter Kit,” which is summarized below. The materials are
based on the premise that a coordinated approach to school health will make a significant
contribution not only to individual students, but also to entire communities, and that these
initiatives will clearly demonstrate that healthy kids make better students and better
students make healthy communities.

The School Health Sarter Kit materials were developed under contract with two researchers
and marketing firms. Both qualitative and quantitative research methods were used to test
and refine these materials. Messages found to be effective with target audiences were
integrated into the materials. Based on the initial research, a set of prototype materials was
developed and reviewed by groups of state health officials, chiefs, and the target audience of
parents, teachers, and administrators.

Readers may find excerpts from the School Health Sarter Kit, which are presented on the
following pages, helpful in building support for coordinated school health ensuring healthy
successful outcomes for all students.

For additional information about the materials or to order the School Health Sarter Kit,
please contact either of the following persons:

Darcy Steinberg, ASTHO NoraHowley, CCSSO
Director, Adolescent and Acting Project Director,
School Health Policy HIV/School Health
Telephone: (202) 371-9090 Telephone: (202) 336-7033
Email: dsteinberg@astho.org Email: norah@ccsso.org
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Why Support a Coordinated

Approach to School Health?
(Source: excerpted verbatim from the School Health Sarter Kit)

Healthy Kids Make Better Students.
Better Students Make Healthy Communities

Why Support School Health?

The Need
The statistics are alarming.

(All statisticsin the Sarter Kit are cited in the Reference Section under Data Sources.)

Alcohol Abuse
In 1997, amost 1in 3 12" graders, 1in
4 10" graders, and 1 in 10 8" graders
reported heavy drinking (at least 5
drinksin arow).

Tobacco Use
From 1991-1997, cigarette smoking
increased 90% among black high school
students, 34% among Hispanic high
school students, and 28% among white
high school students.

Poor Nutrition
At least 11% and possibly as many as
25% of US children and adolescents are
overweight.

Mental Well-Being
Nationwide, 1 in 5 students grades 9-12
has seriously considered attempting
suicide.

¢ Substance Abuse
26% of al 12" graders, 23% of
10" graders, and 13% of 8"
graders report using illicit drugs.

¢ Violent Crimes
Y outh aged 12-17 are nearly 3
times more likely than adults to
be victims of serious violent
crimes.

¢ Suicide
Suicide is the #3 cause of death
among 15-24 year olds.

¢ Sexually Transmitted Diseases
Every year, 3 million adolescents
become infected with an STD.

¢ Unintentional Injury Deaths
Motor vehicle accidents are the
number one cause of death
among teens. Almost 50% of
these are alcohol related.

Now, would you be willing to consider that alot of these problems—perhaps even most
of them—are actually health-related? What' s more, issues like these affect not only our
children’s health, but also their ability to learn. Pretty sobering, isn’t it?
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As a parent, teacher, school administrator, or health professional, you' re probably already
concerned about these trends. The simple fact isthat for kids to succeed in school, they
cannot be hungry, tired, hung over, or worried that violence may erupt at any moment.
Kids need awarm place to sleep, nutritious food to eat, people who love them, and a
strong sense of personal self-worth. That’sonly a partial list, but a pretty hard one to fill
for many kids in today’s complex world.

It's also the very reason to get your community involved—now!
The Opportunity

Schools could do more than perhaps any other single institution in society to help
young people, and the adults they will become, live healthier, longer, more
satisfying, and more productive lives.

Carnegie Council on Adolescent Development

It's big. Every school day, approximately 46 million students attend more than 100,000
schools across the U.S. That's afact. What's more, these schools—working closely with
parents and communities—have an unparalleled opportunity to make a significant
contribution to the health and education of our nation.

But it can only happen if you and those around you take the lead. Schools can play an
important role in the process—after al that’s where the kids are for alarge part of their
day. However, the primary responsibility for kids' health belongs to parents. So get those
around you involved. The steps we take today will help build the community of
tomorrow.

The Starting Point

Coordinated School Health (CSH) is a powerful approach to recognizing and addressing
the close relationship between health and learning, and provides opportunities for
students to know and practice the health and learning skillsthey’ll need throughout their
lives. A coordinated approach to school health recognizes that healthy kids make better
students, and better students make healthy communities.

By integrating health topics and activities throughout the curriculum and during the
course of the school day, CSH aimsto keep kids healthier over time and support their
capacity to learn. School health is also about empowering students with the knowledge,
skills, and judgment to help them make smart choicesin life. Every community will have
its own individualized approach to devel oping and implementing a coordinated approach
to school health.

The Benefits
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Many schools across the country have already developed their own customized approach
to Coordinated School Health. People in different parts of the country who have
implemented a coordinated approach to school health report one powerful element in
common—results! Some are big, some small.

¢ Reduced school absenteeism.

¢ Fewer behavior problemsin the classroom

¢ Improved student performance—higher test scores, more alert students, and more
positive attitudes among students

¢ New levels of cooperation and collaboration among parents, teachers, school and
health officials, and organizations within the community

¢ A more positive spirit among educators and their students

¢ Young people who are more prepared to become productive members of their
communities and who can better cope with the world around them

Because of its nature as an approach rather than one distinct program, the impact of a
coordinated approach is difficult to fully evaluate. However, we do know from research
that effortsinvolving schools and communities can reduce risky behaviors, such as
smoking, drinking, and drug use. Some evaluated efforts have helped kids learn to eat
well, exercise more frequently, or improve their school performance. Others have
decreased fighting at school, cut down on course failure, lowered rates of teen pregnancy,
and/or decreased depression and suicidal behavior.

About This Kit
The Goal

Thisisyour official (yes, official) CSH Sarter Kit. It isnot available in stores. It isonly
available to those individuals who are committed to improving a school’ s approach to
health.

It explains lots of things, such as:

¢ How to get started.

¢ How to identify changes that can be made.
¢ How to organize support for those changes.

ThisKit aso:

¢ Discusses many of the barriers to change and how to overcome those hurdles.

¢ Includes materials (both hard copy and on CD-ROM) to support your efforts—
including fact sheets and talking points.

¢ Containsrea world examples of how changes have been made in other schools.

¢ Provides additional resourcesto help you establish a coordinated approach to school
health.
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What this Kit does not do istell you exactly what your coordinated approach should ook
like. Each school is special; each community is unique. Similarly, each school’ s approach
to health must be customized to meet its local strengths, needs, and regulations.

104



VIRGINIA SCHOOL HEALTH GUIDELINES 105

Adopting a coordinated approach doesn’t mean changing everything overnight. The goa
of this Sarter Kit isto help you get started. The Council of Chief State School Officers
(the leaders of state departments of public education) and the Association of State and
Territorial Health Officials (the leaders of state health departments) sponsored the
publication under a cooperative agreement from the Centers for Disease Control and
Prevention in response to requests from parents, teachers, and administrators across the
country who wanted assistance in developing a more coordinated approach toward school
health.

We had hoped to make this document shorter, but the topics are so rich and the approaches
so diverse, we wanted to give you the benefit of having all the “tools of the trade.”

To truly succeed in bringing a Coordinated School Health approach to communities
nationwide, most of us also recognize that the public must believe that both educators and
public health officials are committed to addressing their concerns about children’s health
and education. For that very reason, we also have devel oped a companion piece to this Kit,
which has been produced specifically for policy makers and opinion leaders. The booklet
for Policy Makers and Opinion Leaders explains the importance of a coordinated approach
and provides suggestions about what |eaders can do to support it.

Great Ways to School Health

A Coordinated School Health approach is designed to help young people grow into
healthy and productive adults by focusing on the physical, emotional, social, and
educational development of kidsin kindergarten through 12" grade. It strives to provide
students with the information and skills they will need to make good choicesin life. An
effective school health plan works in partnership with parents and extends out into the
community. First and foremost, it recognizes that health and learning go hand in hand.
Let’s get more specific and see how it might work. A coordinated approach to school
health can address many aspects of health and education. Included below are some
practical examples of each component.

Eight Components Can Be Great...Two or Three Can Be a Super Way to Start!
1. School Environment

To learn effectively, children must be in a school environment in which they feel
comfortable and supported. It is also important that parents and other adults working
with kids have high expectations about learning and provide support. In addition, the
building must be safe, the heat, lighting, and water must function properly, the
bathrooms must be clean and safe, and students must observe general rules of
conduct—all of which, combined in a coordinated approach to school health, will
minimize distractions and maximize students' learning potential. For instance:
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¢ Education and administration staff could coordinate with parents and school
counselors to hold workshops on conflict resolution and peer pressure resistance
to help make schools safer places for students.

¢ School policies can be implemented and enforced to prohibit tobacco, alcohoal,
and drug use on school grounds.

¢ Community businesses—working with parents, students, educators, and school
officials—can undertake ajoint effort to help repair older schools, perhaps with
repainting, updating bathroom fixtures, or improving physical education
equipment to help create a more suitable learning environment.

2. Health Education

School staff—teachers, nurses, administrators, or counselors—can work together to
develop an ongoing approach to hel ping students build health-related knowledge and
skills starting in kindergarten and continuing through 12" grade. This effort can play
an important role in helping students make healthy lifestyle choices. For example:

¢ A health education teacher could incorporate a mix of activities and role playing

to teach conflict resolution, refusal skills, or the dangers of alcohol, drug, and
tobacco use.

¢ The cafeteria can provide opportunitiesto try healthful foods (which could be
discussed in class and reinforced in posters displaying a range of healthy
behaviors).

3. School Mealsand Nutrition

Many students eat one or two meals aday at school. Thus, schools have the

opportunity to examine their meal programs and revamp them to offer more nutritious

food, as well as develop coordinated educational activities and projects to encourage

students to make healthy eating and good nutrition a priority for life. Y ou may want

to consider these suggestions:

¢ Parents, students, and school staff can partner to select healthy menus for the
cafeteria.

¢ Schools can focus on healthy food choices in vending machines.
¢ Schools can adopt healthy snack policies for elementary school celebrations.

4. Physical Education
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Unfortunately, more American children are obese than ever before. Schools can and
should encourage students to lead a physically active lifestyle both in and out of
school. One way to start is to emphasi ze the importance of regular exercise as a
lifelong activity. A strong, coordinated effort by schools can have a big impact on the
sedentary lifestyles of children. For instance:

¢ Develop acaendar of sports activities, not just to turn out star athletes and
winning teams, but also to act as a catalyst to building self-esteem, motivation,
and leadership skills, and to reduce stress and depression.

¢ Challenge parents, teachers, and students to learn the advantages and fun of
physical fitness and incorporate these lessons into their daily routines.

5. Health Services

Growing kids require aregularly scheduled health “maintenance” program—
including immunizations, dental checkups, physicals, eye exams, other types of
screenings, and, in certain instances, daily medication for students with specific
medical problems. With the help of health professionals and the local health
department, schools can encourage the provision of preventive services that enable
students to take proactive measures to stay healthy and get more out of school. Plus, a
coordinated approach can benefit busy parents. In some communities, school-based
health centers are the only place for kids to access health services. In other
communities, kids may have access to regular medical care but it may make sense to
provide certain screening and preventive services at school.

¢ Parents, schools, health care personnel, and Medicaid can work together to
provide critical preventive care.

¢ Health departments and communities can be encouraged to sponsor immunization
campaigns for students and teachers.

¢ Nurses can work with students who have chronic health problems, such as
asthma, to help manage symptoms and reduce time lost from school.

6. Counseling, Psychological, and Mental Health Services

In addition to a student’ s physical well-being, his or her mental health can be
effectively addressed through a coordinated approach to school health. Today, many
students have the added stress of coping with emotional challenges stemming from
problems such as parental divorce, alcoholism, abuse, and drug addiction. By offering
counseling and other mental health services to students, as well asreferralsto
community mental health professionals, schools can help parents take a big step
toward making an even greater difference in a student’s total performance, healthy
development, and well-being. Consider:
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¢ School counselors, social workers, psychologists, and other professionals help
develop positive learning environments and positive behaviors by consulting and
problem solving with students, families, and teachers.

¢ Schools can provide counseling, other mental health services, and referralsto
community professionals to support students and their families. Students will get
much-needed help, and parents and teachers will benefit because students can
focus on learning.

¢ Staff can offer parents the opportunity to attend counseling sessions and support
groups along with their children and can develop alocal community network so
that referral services can be made as soon as a problem isidentified.

7. Staff Wellness

Students aren’t the only ones who need to stay in good health. Educators and school
staff are important role models for students. Successful schools have healthy, highly
motivated staff with low rates of employee absenteeism. Schools can consider
enacting a number of activities to make sure that teachers and staff feel their best and
perform at peak levels. Such efforts can include:

¢ Seminars, established by the administration and health department staff, on topics
such as stress reduction, smoking cessation, physical fitness, and more.

¢+ Simple health screenings, such as blood pressure, so that staff can identify early
symptoms of disease.

8. Parent/Community Partnerships

One of the biggest benefits to a coordinated approach to school health can be a closer
working relationship between parents and schools. Working with parents, businesses,
local health officials, and other community groups, schools can form powerful coalitions
to address the health needs of students. For example:

¢ Parents should be encouraged to participate in coordinated school health planning and
oversight committees.

¢ Community members with special skills can be asked to teach certain health units—
such as dietitians focusing on food choices.

¢ School facilities can be opened to the public during non-school hours for physical
activity and fitness sessions, as well as family health seminars and social and
recreational functions.

¢ School facilities can also be used as satellite clinics and social service offices during
non-school hours.
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At first, developing and implementing a coordinated approach to school health may seem
difficult. But in reality, many schools and communities are already utilizing some of the
eight elements of CSH today. These first steps can form the building blocks to more
actively include parents, teachers, administrators, and othersin creating additional
momentum and ultimately making a difference in the lives of kids all around us!

When people work together to put these different elementsin place, it adds up to results.
Helping kids succeed in school and make smart choices for life is a challenge, but
bringing together the resources of parents, the community, and the schools gives us a
fighting chance to make sure all kids succeed.

Make It Happen!

Y ou see, there really are no set rules on the topic of a coordinated approach to school
health. The options are virtually limitless, and so are the possibilities. So consider what
might work best in your local environment and get started-soon! Plus, a coordinated
approach to school health can take place without spending additional dollars. “ Sweat
equity” worksjust fine.

The school principal or chief administrator is a key player. In schools
where family partnerships flourish, the principal has usually taken the first
steps towar ds better communication and collaboration

Don Davies

Center on Families, Communities
Schools and Children’s Learning
Northeastern University

Your School Today

Now that you'’ re concerned about school health and wondering how to make a
difference...hereis how you can start.

Most schools and communities are already implementing some form of the eight great
components of a coordinated approach to school health. To get your school started, you
really need to get a snapshot of what’ s already happening in your school and community
aswell asto identify those resources—human, physical, and capital—you can utilize. In
other words, it's agood time to ask alot of questions.

What’'s Happening?

Here are some good questions, for starters...
¢ What types of health programs exist?
¢ Arethere connections among different health program efforts?
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¢ What'sworking and what’ s not working?
¢ What'smissing?
¢ What would truly make your approach to school health a coordinated one?
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Step One: Assess

Asafirst step, it isimportant to assess the strengths you have to build on around you.
Study your local, community, city, and state policies and public health mandates to
determine what the law saysis necessary in terms of school health. Assessments
sometimes involve interviews with key people, written questionnaires distributed to
others (including parents, principals, teachers, and staff), and areview of current
curriculum, materials, and existing school/community efforts. School districts and local
health and education departments collect |ots of data on the education and health status of
children.

These data can be helpful in assessing community and school health needs. Collect
available local data by talking to local officials to determine the health status of children
in your community. You may also want to review files of local media articles on the
subject through the local library, or conduct a search on the Internet. Take alook at what
parts of school health have been publicized and note the names of local or state reporters
who write on education, school, and health issues.

Step Two: Identify

Second, you will want to identify those components of a coordinated approach that
already exist. At the same time, you may want to determine the level of community
support for school health from such sectors as:

Parents

Religious organizations

Public health departments

Social service agencies

Business

Government

Mass media/reporters

Y outh organizations

Community groups

Health care providers and health organizations

® S & O 6 O O 0o

Keep in mind that your state and local departments of education and health can be super
resources and key alliesin this mission. Check with them to see what they are already
doing with mental health departments or offices that administer substance abuse
programs. Plus, it isavery good ideato talk to parents, teachers, business leaders, nurses,
social workers, psychologists, drug and alcohol prevention coordinators, and othersto see
how they could be active in, and supportive of, a coordinated approach to school health.

Y ou' re probably wondering how to make sure you don’t miss anyone important. Short of
calling everyone in the phone book, consider the “snowball” method. Conduct interviews
with people who represent organizations or constituencies that are respected in the
community. Explain what a coordinated approach to school health means for students and
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the community, and explore those individuals' views on what role their organization
might play in supporting necessary changes. At the end of the interview, ask subjects for
names of other organizations or individuals that could potentially contribute to improving
school health.

The results? One, you'll really spread the word about CSH. Two, you will begin to hear
the same types of groups mentioned repeatedly. Three, you'll realize that you've
probably identified and familiarized yourself with the key players who can help make a
difference on school health. This represents a large chunk of important work that you've
already accomplished!

Step Three: Build School Support

CSH will certainly look different in each school. The needs, issues, and concerns of
elementary school students and their families differ dramatically from those of older
students and their families. Middle and high school students may be grappling with
depression, substance abuse, anger, STDs, HIV, unintended pregnancy, and other
pressing health issues. The goal isto identify the most pressing child and adol escent
health problemsin the local community.

Further, health issuesin urban areas often differ greatly from those in suburban and rural
areas. Plus, certain health and safety issues—such as floods, earthquakes, tornadoes, lead
poisoning, hazardous dump sites, and more—depend on geographic location.

Regardless of the issues, regardless of the location, one element is essential to a
coordinated approach to school health: a school principal or assistant who recognizes the
importance and value of such an effort. The principal is akey opinion leader and his or
her words and actions set the tone for the entire school.

Other opinion leaders to include in building a consensus for school health are:

¢ Parents ¢ Drug and acohol prevention

¢ Teachers coordinators

¢ Counselors ¢ Physicians

¢ School board members ¢ Health department administrators and
¢ Socia workers staff

¢ Psychologists ¢ State or local voluntary health

¢ Nurses organization executives

¢ Food service directors

¢ School volunteers
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Step Four: Overcome Objections

Asyou move forward in this process, you may run into some people who are opposed to
CSH. To help prepare yourself to persuade those who may be opposed to a coordinated
approach to school health, think about the following questions:

¢ What are some of the common misconceptions people have about a coordinated
approach to school health?

¢ What problems do they have with the concept of a coordinated approach?

¢ What arethe differing views about how these programs will affect children, parents,
and the community?

¢ Which parts of the coordinated approach present a problem?

¢+ What needs do those who object to school health have that a coordinated approach
might fill?

Step Five: Put It All Together

Once you'’ ve covered Steps 1 through 4—which isn’t an overnight process by any
means—You should have:

¢ Anassessment of what is and is not happening in school health in your area.

¢ Knowledge of community support groups, organizations, and influential individuals,
including officials from the departments of health and education.

¢ A more detailed view of what constitutes a coordinated approach to school health.

¢ A list of media contacts who may be interested in covering the topic (and hopefully
building support).

¢ Anawareness regarding who may be opposed to CSH and how you may address their
concerns

Schools offer the most systematic and efficient means available to improve
the health or your and enable young people to avoid health risks...
Healthy People 2000
U.S. Public Health Service

Your Community Tomorrow
Start Slow, Build the Base

Now that you have a good read of who in the community is doing what in terms of school
health and which issues are on the top of the priority list, it’stime to:

¢ |dentify where to start.
¢ Select those individuals, groups, or organizations that are most supportive of the
coordinated approach and would be most receptive to working with you.
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In terms of a starting point, carefully consider which issues and programs are important,
but also identify those which may require the least amount of resources—both human and
financial—to implement fully and successfully. It’'simportant to register afew “wins’
early to really get the team and “fans’ psyched for a strong season.

Ask Questions to Help Set Priorities

Only you and your colleagues can determine where to begin. Keep in mind that most of
us are somewhat resistant to change. It is often ajolting experience. The following group
of questionsis designed to help you analyze how easy or difficult change will be to
implement.

¢ How much time and commitment—money, personnel, and materials—will making
the change require?

¢ Isthe change “ better”—faster, cheaper, and more beneficial—than the existing way
of doing things?

¢ Towhat degreeisthe change consistent with existing practices, values, and political
realities?

¢ How complex is the change and how many people (e.g., one department or multiple
departments) will be involved in the process?

¢ How easy isit to describe the change you envision?
¢ Do the benefits—tangible and intangible—outweigh the costs?
¢ How much risk and uncertainty does the change involve?

¢ Can parts of the change be made over time? Can it be modified to fit the individual
school or classroom?

¢ Can the e ements be modified or “undone” if the desired results are not achieved?

In short, build community confidence. This strategy will help you and your colleagues
build a critical mass of support that will carry you through the larger and potentially more
controversial issues that need to be undertaken at alater date.

Building support for a coordinated approach will require a multifaceted effort. The
following section is designed to provide guidance on how to set up an appropriate
structure and how to begin onceit isin place.

Step 1: Design a Structure

Successful school-community partnerships can exist on many levels, including the
school, district, or state. They can be configured as task forces, coalitions, advisory
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committees, or subcommittees to existing groups. Carefully consider the organizationsin
your community and where they stand on school health to determine if you can work
through an existing group, or if you need to establish a new group to address school
health.

Regardless of whether you approach school health by working within an existing group,
or by forming a new entity, when you recruit members be certain to:

¢ ldentify the skills and expertise group members will need.

¢ Target individuals and/or organizations that have some of the following attributes:
- Interest in and commitment to the issue.
- Familiarity and experience with the political system.
- Credibility in the community.
- Financia or in-kind resources or fundraising ability.
- Contacts with other potential alies.

¢ Taketimeto get to know potential members; make certain there is a good match
between skills and needs.

¢ When you invite people to participate, make sure that they understand how much
involvement you expect.

¢ Build support in the community through media relations, using the CSH posters
developed for this effort, the PowerPoint presentation, and the mediatips, all of
which are part of the Resource Section of this Kit.

¢ Develop aleadership structure and set of operating procedures—once the group is
established. You'll need:

- A chair to lead the group and an agenda for the group.

- A mission statement with goals and objectives.

- Rulesof operation (such as how often the group will meet, how decisions are
made, how the work will get done, rules of attendance, who has authority to speak
on behalf of the group, and more...).

- Recognition procedures (coalition versus individual credit).

In short, you'll need aformal structure, which will enable you to accomplish more and
extend your power base.

Step 2: DeterminePriorities

Once you have formed your group, your next major activity isto determine priorities.
Again, the worksheet found in the back pocket of this Kit entitled, Questions to Help Set
Priorities, may prove helpful in terms of focusing on what changes you want to enact and
in what order. Activities that will bring you “small wins’ are often a good way to
prioritize issues, especially when you may be challenging the way businessis normally
conducted in your community or school.
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Examples of things you can do to gain support initially include:

¢ Convene ameeting of representatives of organizations that are concerned with child
nutrition (e.g., maternal and child health office in the health department, local
PTA/PTO, local dairy council affiliate) and engage them on the issue of nutritionin
schoolsin relation to USDA dietary guidelines.

¢ Conduct presentations for local service organizations in your community regarding
the health status of children and adolescents using local data you have collected.

¢ Access national reports, such as the Carnegie Foundation report on middle schools
called “Turning Points,” and use information in presentations to show the importance
of school health to education reform.

¢ Enlist the help of local pediatricians and/or family practice physicians who can attest
to the kinds of health problems they confront in children and adolescents and how
school health can help address these problems.

For alonger list of activities, review the information following each chapter of the book
Health Is Academic.

Step 3. Start to Make It Happen

Now that you have selected key changes to make in school health, approach those groups
you have previously identified for participation and/or support. The goal is twofold:

¢ Educate them about the advantages of a coordinated approach to school health.
¢ Present concrete steps they can take to support the approach and get involved.

Don't forget to celebrate your successes. Over time, as different parts of your community
begin to see the tangible benefits of a coordinated approach to school health, you can
build on your initial wins and work toward more.

Asin any effort of persuasion, carefully consider the benefits of school health to each
group you approach. For example:

Parent Organizations

A coordinated approach to school health also reinforces the role of parentsin teaching
their children to make smart choices for life. Further, it makes certain that parents fully
understand how important it is for schoolsto provide a safe, healthy, and supportive
environment conducive to learning.
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¢ Askthelocal PTA to request school health literature from the national PTA and set

up a committee to generate recommendations for implementing coordinated school
health locally

¢ Invitethelocal PTA/PTO to sponsor parent education forums on child/family health
issues and include a message on the role of the school in child health

Business Leaders

A strong coordinated approach to health in local schools will help prepare today’ s
students for entering the workplace tomorrow. It also will support working parents by
reducing demands on them caused by student absenteeism resulting from illnesses and
health care needs.

¢ Askaloca hospital or health insurance company to sponsor a health event such asa
health fair in the schools.

¢ Contact organizations of businesspersons such as the Optimists or Lions Clubs who
have national campaigns on adolescent health issues (i.e., drug abuse prevention,
mental health) and ask them to support local school health efforts.

Voluntary Health Organizations

A coordinated approach to school health is consistent with and supportive of the mission
of these organizations because it emphasi zes the importance of students learning to
reduce risk factors associated with poor health and mortality.

¢ Askthelocal American Lung Association affiliate to co-sponsor a family asthma
program with schools and local health care providers.

¢ Invitethelocal affiliate of the American Cancer Society to implement alocal version
of their national campaign to promote a coordinated approach to school health
education.

School Administration and School Boards

School health efforts can improve classroom behavior and attendance, as well as teacher
and staff morale, while reducing student absenteeism.

¢ Invite the school board to appoint a representative to a community task force studying
child and adolescent health problems and solutions.

¢ ldentify superintendents, principals, or other school administrators (e.g., curriculum
directors, human resource directors, and food service directors) who are positive
health role models and ask them to implement health-related initiatives through their
schools or departments.

118



VIRGINIA SCHOOL HEALTH GUIDELINES 119

¢ Ask school boardsto pass local school district versions of state or federal health
regulations, such as smoke-free facilities policies.

Health Departments, Departments of Mental Health and Substance Abuse

School health activities can help state and local health departments and departments of
mental health and substance abuse achieve health promotion and improvement plans,
such as Healthy People 2000/2010.

Healthy People 2000/2010 is the prevention agenda for the nation. It is a statement of
national opportunities—atool that identifies the most significant preventable threats to
health and focuses public and private sector efforts to address those threats.

Health and education agencies share the common goal of improving and protecting the
health and well being of young people, so collaboration should be encouraged at all
levels.

¢ Invite representatives from your health department to serve on your school health
committee or coalition.

¢ Ask your state health agency to help you implement or evaluate your school health
efforts. Ask your health and education departments to create joint efforts that support
your community’s health and education objectives.

For today’ s kids to succeed, they need to learn to read, write, and understand math. But
they can’t learn effectively if they’re hungry or tired. They can’t study if they’re using
alcohol, marijuana, or other drugs. They can’t concentrate if they’ re suffering from stress,
depression, or concerns about violence.

A coordinated approach to school health is a powerful way of reinforcing positive,
healthy behaviors throughout the school day to make it clear that good health and
learning go hand in hand. In fact, most people agree that healthy kids make better
students and better students make healthy communities.
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Resear ch on School-Linked Efforts

Smoking

A meta-analysis of 90 school-based tobacco programs from 1974-1989 showed that

socia influence programs that were most effective at 1-year follow-up had the following
components. They were delivered to sixth-grade students, used booster sessions,
concentrated the program in a short time period, and used an untrained peer to present the
program. Under these conditions, long-term smoking preval ence was about 25% lower.
(Rooney (1992), ascited in Lynch, B.S. & Bonnie, R.J. (eds.) (1994). Growing up
Tobacco Free: Preventing Nicotine Addiction in Children and Y ouths. National Academy
Press, Washington D.C.)

Alcohol

Project STAR isauniversal drug abuse prevention program that reaches the entire
community population with a comprehensive school program, mass media efforts, a
parent program, community organization, and health policy change. Research results on
this project have shown positive long-term effects: Students who began the program in
junior high, and whose results were measured in their senior year of high school, showed
significantly less use of marijuana (approximately 30% less), cigarettes (about 25% less),
and alcohol (about 20% less) than children in schools that did not offer the program. The
most important factor found to have affected drug use among students was increased
perceptions of their friends’ intolerance of drug use. (Pentz, et al. (1989); Pentz (1995),
as cited in Preventing Drug Use Among Children and Adolescents: A Research Based
Guide. (1997). National Institute on Drug Abuse, National Institutes of Health, U.S.
Dept. of Health and Human Services.)

Obesity/Nutrition

The 5-a-Day Power Plus program increased lunchtime fruit consumption and combined
fruit and vegetable consumption among all children, lunchtime vegetable consumption
among girls, and daily fruit consumption and the proportion of total daily calories
attributable to fruits and vegetables. (Perry, C.L., et al., (1998). Changing Fruit and
Vegetable Consumption Among Children: The 5-a-Day Power Plus Programin & Paul,
Minnesota.) American Journal of Public Health, 88 (No.4), 603-609.

The SPARK program, a health-related physical education program for fourth and fifth-
grade students, was designed to increase physical activity during physical education
classes and outside of school. Students spent more minutes per week being physically
active in specialist-lead and teacher-led physical education classes than in control classes.
After 2 years, girlsin the specialist-led condition were superior to girlsin the control
condition on abdominal strength and endurance and cardio-respiratory endurance. (Sallis,
J.F., et a. (1997). The Effects of a 2-Year Physical Education Program (SPARK) on
Physical Activity and Fitnessin Elementary School Sudents. American Journal of Public
Health, 87 (8): 1328-1334.)
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School Fights/Violence

Peacebuildersis aK-5 program of Heartsprings, Inc. in Tucson, AZ. The program
emphasizes praising others, avoiding negative comments, being aware of injustices,
righting wrongs and seeking out “wise people.” The program offers excellent classroom
management suggestions, particularly for handling discipline and “unruly” kids. The
program also contains many extras including an intensive peace building program for
especially disruptive students, a family program, playground program, planning guides
for teachers, aleadership guide for administrators, manuals for school staff, bus drivers,
cafeteriaworkers, etc.

Preliminary post-test results of rigorous ongoing CDC evaluation shows significant
reductions in fighting-related injury visits to school nurse by students. (Safe Schools
Safe Students: A Guide to Violence Prevention Strategies. (1998). Drug Strategies,
Washington, D.C.)

Teen Pregnancy and STDs

The Teen Outreach Program, a nationally replicated and evaluated program sponsored by
the Junior League, which includes health education and exploration of life options, was
found to have a positive impact on suspension rates, course failure, and femal e students
becoming pregnant.

Suspension rates: Control group at entry 23.8%

Intervention group at entry 17%,; at exit, CG-28.7% and 1 G-13%
Failing: At entry CG-37.8%, |G — 30.3%; at exit CG-48.8%, |G-25.6%
Pregnancy-Entry CG-10%; 1G-6.1 %; at exit, CG-9.8%, 1G, 4.2%

(Allen J., Philber S., Herrling S., and Kupermic G. (1997). Preventing Teen Pregnancy
and Academic Failure: Experimental Evaluation of a Developmentally Based Approach.
Child Development, 64 (4), 729-742.)

Suicide

Reconnecting Y outh Program (grades 9-12) is a school-based prevention program.
Research shows that this program improves school performance; reduces drug
involvement; increases self-esteem, personal control, school bonding, and social support;
and decreases depression, anger and aggression, hopel essness, stress, and suicidal
behaviors. (Eggert, et a. (1994, 1995) as cited in (Preventing Drug Use Among Children
and Adolescents. A Research Based Guide. (1997). National Institute on Drug Abuse,
National Institutes of Health, U.S. Dept. of Health and Human Services.)

Additional Sources of Helpful Print and Electronic | nfor mation

Health Is Academic: A Guideto Coordinated School Health Programs details the
importance of incorporating students’ health into school programs and policies as a
prerequisite for learning. The volume discusses how the eight components of a
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coordinated school health program can work together to support students and help them
acquire the knowledge and skills to become healthy, productive adults. The publication
emphasizes that school more than any other single institution can improve the
competence and well-being of youth and provides action steps for schools, districts, state
and national organizations, and colleges and universities. It was developed by Education
Development Center, Inc. in collaboration with more than 70 national organizations with
support from the Centers for Disease Control and Prevention. Health Is Academic (ISBN
0-8077-3713-5) is available for $24.95 plus shipping and handling from:

Teachers College Press

P.O. Box 20

Williston, VT 05495-0020

Phone: (800) 575-6566

Web site: http://tc-press.tc.columbia.edu/

The Health s Academic: Creating Coordinated School Health Programs web site
(http://www.edc.org/Heal thl sAcademic) offers information, ideas, and contacts for
anyone interested in building schools' abilities to boost the health—and thus the school
performance—of their students. Expanding on the 1998 publication Health Is Academic:
A Guide to Coordinated School Health Programs (Teachers College Press), the web site
provides highlights from the book; action steps for local, state, and national organizations
and colleges and universities; and access to avariety of resources. The web site also
offers links to numerous national government and nongovernment health and education
organizations that are working to improve student health and academic success. The
Health Is Academic web site is maintained by Education Development Center, Inc.,
through a cooperative agreement with the Division of Adolescent and School Health,
Centers for Disease Control and Prevention.

School Health Program News, a newsletter published three times a year by Education
Development Center, Inc., with support from the Centers for Disease Control and
Prevention, reports on state, national, and international school health-related activities,
resources, and opportunities. For information contact:

Editor

School Health Program News

Education Development Center, Inc.

55 Chapel Street

Newton, MA 02458-1060

Phone: (617) 969-7100 or (800) 225-4276
Web site: http://www.edc.org/

The School Health Program Finance Project database, ajoint project of the Centers
for Disease Control and Prevention’s Division of Adolescent and School Health and the
National Conference of State L egislatures contains information on federal, stete,
appropriation, and foundation funding sources for school health programs. A coordinated
approach to school health has the potential to be one of the most efficient means
available to improve the health and education of our nation’s students. One of the most
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critical resources required to develop school health programsis funding. Sources of funds
to support a coordinated approach are numerous. These sources and the procedures
required to access funds vary from state to state and from block grant to block grant. The
data collected through this joint effort helps to identify those procedures and sourcesin
each state and within the federal government.

The Finance Project shares practical information about how states acquire funds for
developing and improving school health programs. With guidance from a panel of
independent experts, the School Health Finance Project (1) compiles and organizes
information about funding sources; (2) tracks and updates changesin funding
availability, legisation, and administrative regulations; (3) makes information accessible
through electronic online information channels; (4) works with relevant organizations to
help national, state, and local staff learn how to use the information; and (5) publishes
reports about the evolving availability and nature of the diverse funding sources. The
panel of independent experts includes representatives from other federal agencies, state
and local health and education professional's, national and non-governmental
organizations, and expertsin fiscal policy.

In addition to the School Health Finance Project database, the Division of Adolescent
and School Health web site contains a wealth of information about coordinated school
health. Available resources include: selected data from the Y outh Risk Behavior
Surveillance System; school health program guidelines for preventing tobacco use,
promoting physical activity, preventing the spread of HIV and AIDS, and promoting
healthy eating; and a description of school health programs.

For more information visit the CDC/DASH web site at:
http://www.cdc.gov/needphp/dash/funding.htm and the National Conference of State
Legislatures Web site at: http://www.ncsl.org/programs/heal th/pp/schifund.htm

Healthy Nutrition: An Essential Element of a Health-Promoting School makes a
strong case for increased support of and attention to health nutrition in schools. It also
provides information to help people understand the nature of a health-promoting school
and to plan, implement, and evaluate efforts to promote health and healthy nutrition as
part of the development of a health-promoting school.

Violence Prevention: An Important Element of a Health-Promoting School
addresses three kinds of violence: self-inflicted violence, such as suicide or self-
mutilation; interpersonal violence, which is characterized by violent behavior between
individuals; and organized violence, or violent behavior of socia or political groups
motivated by political, economic, or social objectives such aswar, racial or religious
conflicts, or gang violence. The structure of the document is similar to that of the
nutrition publication. It provides advocacy arguments for violence prevention in schools,
steps for planning, ways to integrate efforts into various components of a health-
promoting school, an overview of evaluation, and recommendations for ensuring
continuity in the school and community.
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The preceding two documents were published jointly by the World Health Organization
(WHO) and Education International, which is working with WHO to promote health in
schools worldwide. To learn more about these documents, visit WHO' s web site at

http://www.who.org.

Feder al School Health-Related Clearinghouses

CDC, Division of Adolescent and School
Health

http://www.cdc.gov/nccdphp/dash
(Internet)

CDC National AIDS Clearinghouse
(800) 458-5231

(800) 342-AIDS (English hotline)
(800) 344-SIDA (Spanish hotline)
(800) 243-7012 (TTY/TDD)

(301) 783-6616 (Fax)

(301) 217-0023 (International Line)
http://www.cdcnac.org (Internet)

CDC, National Center for Chronic
Disease Prevention and Health
Promotion

(404) 488-5080

http://www.cdc.gov (Internet)

Clearinghouse for Occupational Safety
and Health Information

(800) 35-NIOSH

(513) 533-8326

(513) 533-8573 (Fax)
http://www.cdc.gov/niosh/homepage.html
(Internet)

Combined Health Information Database
(CHID)

(800) 955-0906
http://www.ovid/com/dochome/fldguide/chi
ddb.htm (Internet)

CSAP’sNational Clearinghouse for
Alcohol and Drug Information
(800) 729-6686

(301) 468-2600

(800) 487-4889 (TTY/TDD)

(301) 230-2867 (TTY/TDD)

(301) 468-6433 (Fax)
http://www.health.org (Internet)
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ERIC Clearinghouse on Teaching
and Teaching Education

(202) 293-2450

(202) 457-8095 (Fax)
http://www.aacte.org (Internet)

Family Life Information Exchange
(301) 585-6636
(301) 588-3408 (Fax)

Food and Drug Administration,
Office of Consumer Affairs
(301) 443-3170

(301) 443-9767 (Fax)
http://www.fda.gov (Internet)

Food and Nutrition I nfor mation
Center, U.S. Department of
Agriculture

(301) 504-5719

(301) 504-6409 (Fax)
http://www.nal .usda.gov/fnic
(Internet)
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Indoor Air Quality Information
Clearinghouse

(800) 438-4318

(202) 484-1307

(202) 484-1510 (Fax)
http://www.epa.gov/iaq (Internet)

National Center for Education in
Maternal and Child Health
(703) 524-7802

(703) 524-9335 (Fax)
http://www.ncemch.org (Internet)

National Clearinghouse on Child Abuse
and Neglect I nformation

(800) FY1-3366

(703) 385-7565

(703) 385-3206 (Fax)
http://www.calib.com/nccanch (Internet)

National Clearinghouse on Family
Support and Children’s Mental Health,
Portland State University

(800) 628-1696

(503) 725-4040

(503) 725-4165 (TTD)

(503) 725-4180 (Fax)
http://www.rtc.pdx.edu (Internet)

National Health Information Center
(800) 336-4797

(301) 565-4167

(301) 984-4256 (Fax)
http://nhic-nt.health.org (Internet)

National Highway Traffic Safety
Administration, U.S. Department of
Transportation

(800) 424-9393 (Hotline)

(202) 366-0123 (Hotline)

(202) 366-5962 (Fax)
http://www.nhtsa.dot.gov (Internet)

National Information Center for
Children and Youth with Disabilities
(800) 695-0285 (Voice/ITT)

(202) 884-8200 (Voice/ITT)

(202) 884-8441 (Fax)
http://www.nichcy.org (Internet)

National Injury Information
Clearinghouse

(301) 504-0424

(301) 504-0124 (Fax)
http://www.cpsc.gov (Internet)

National M aternal and Child
Health Clearinghouse

(703) 821-8955, ext. 254 or 265
(703) 821-2098 (Fax)
http://www.circsol.com/mch
(Internet)

National Oral Health Infor mation
Clearinghouse

(800) 402-7364
http://www.nidr.nih.gov (Internet)

Office of Minority Health
Resour ce Center

(800) 444-6472

(301) 565-6112 (Fax)
http://www.omhrc.gov (Internet)

Office on Smoking and Health,
Centersfor Disease Control and
Prevention

(404) 488-5705

(404) 488-5939 (Fax)
http://www.cdc.gov/tobacco
(Internet)

President’s Council on Physical
Fitness and Sports

(202) 272-3430

(202) 504-2064 (Fax)

US Consumer Product Safety

Commission Hotline

(800) 638-2772

(800) 638-8270 (TT)

(301) 504-0580

(301) 504-0399 (Fax)
http://www.cpsc.gov (Internet)
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Pull Quotes

“Schools could do more than perhaps any other single institution in society to help young
people, and the adults they will become, live healthier, longer, more satisfying, and more
productive lives.”

Carnegie Council on Adolescent Development

“Our school’ s approach not only educates kids for themselves but shows them how to
care about othersin the community. For example, Students Shopping for Seniors shows
them they have knowledge (about making healthy food choices) and can share it when
they take an elderly person grocery shopping.”

Parent of High School Student, Wheeling, West Virginia

“It costs nothing to measure your buildings for awalking course. We measured the
school buildings and posted markers so staff and students can walk the course either
before or after school. It was cheap and easy and has served as an excellent opportunity
for staff to get to know one another and get some good exercise.”

High School Teacher, South Carolina

“Training in interpersonal, decision-making, and coping skills can help students increase
their self-control, help reduce stress and anxiety, and teach them ways to make friends if
they are isolated and to assert themselves without resorting to violence.”

Carnegie Council on Adolescent Devel opment

“The school principal or chief administrator isakey player. In schools where family
partnerships flourish, the principal has usually taken the first steps towards better
communication and collaboration.”

Don Davies, Center on Families, Communities, Schools and Children’s Learning,
Northeastern University

“Schools offer the most systematic and efficient means available to improve the health of
youth and enable young people to avoid health risks...”
Healthy People 2000, U.S. Public Health Service

“Our state (South Dakota) doesn’t have any mandates when it comes to school health
education or programs. We found that we needed some effective survey tools to know
what is being done already and where schools would like and need assistance.”

Pat Stewart, Coordinated School Health Director, SD Department of Education, Cultural
Affairs

“We have established a great relationship with our State Board of Education. We have
time on their agenda every month for a CSH update. This sends aloud message to
communities and school staff that CSH efforts are important, valued, and being
monitored.”

Mary Thissen-Milder, MN Department of Children,

Families, and Learning, MN
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“Start small. Identify representatives who should be working on the team and get the
“turf” and ownership issues on the table right away. Then find a common mission and
goal and begin to discuss elimination of duplication and how to increase efficiency in
areas that are already developed.”

Kathy Wilbur, Maine School Site Health Promotion Coordinator

“The greatest resistance we' ve encountered has been due to misconceptions. Some
people think that CSH programs must include a school-based clinic with the connotation
that the main purpose of the clinic is to dispense birth control pills and condoms. That's
just not true. Y ou need to educate the public about what you want to do and why. There
are 101 ways to weave CSH into your school system without hitting some of the hot
buttons that might stall the entire initiative.”

Joyce Brannan, Health Education Consultant, Ohio

“There are many people who think implementing school health means you must have a
clinic on-site within the school—that’ s just not true. School clinics can be great, but

that’ s not what every community needs. Y ou should use research and data to decide how
to best meet the needs of the community and the students. If you communicate
effectively, people will realize the needs of the students and the community are one and
the same.”

Cas Favre, Coordinator of Magnet Middle Schools, Florida
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(End of excerpt from the School Health Kit.)
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CHAPTER 3

School Health Services

This chapter presents guidelines for use in planning, implementing, and evaluating school
health services, a component of a school health program. Included within this chapter is
information about related codes, policies, and recommendations for appraisal, preventive,
and remedial aspects of school health services. Also included isinformation on planning
the school health services facility.

In This Chapter

Overview of School Health Services

¢ Deciding on aModel to Provide School Health Services

¢ Planning the School Health Services Facility

¢ Evaluating Health Services

Conducting Health Assessments

Four Common Health Conditions Encountered in the School Health Office
Health Information Form Requirements

School Entrance Physical Examination Requirements
Immunization Requirements

Athletic Pre-Participation Physical Examination Requirements
Vocational/Technical Medical Assessment

Popul ation-Based Screening Programs

Blood Pressure Screening

Dental Screening and Oral Health

EPSDT and Medicaid/CMSIP

Fine/Gross Motor Screening

Hearing Screening

Height and Weight Screening

Scoliosis Screening

Speech and Language Screening

Vision Screening

Implementing Special Education: Students with Special Needs

¢ Implementing IDEA

¢ Implementing Part C of IDEA (Formerly Part H)

¢ Implementing Section 504 of the Rehabilitation Act

¢ Specia Education Health Assessment

Genera Guidelines for Administering Medication in School

¢ Epinephrine Protocol

¢ Authorization/Parental Consent for Administering Medication
¢ Procedure for Administering Medication

* & & O o o

® S & O O O O oo
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I nfectious Disease Control

* S O o o o

Prevention Guidelines for Diseases Spread Through Direct Skin Contact
Prevention Guidelines for Diseases Spread Through the Intestinal Tract
Prevention Guidelines for Diseases Spread Through the Respiratory Tract
Prevention Guidelines for Diseases Spread During Sexual Activity
Prevention Guidelines for Sports-Related Infectious Diseases

Selected Infectious Diseases

Other School Health Services

¢

¢
¢
¢
¢

Managing First Aid Emergencies, Disasters, and Crises
Referring to Child Protective Services

Home Visits

Nursing Liaison Services to Homebound Students
Students Requiring Specialized Health Care Procedures
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Overview of School Health Services

Health services, depending on the needs and preference of the community, may include
services for students with disabilities and special health care needs and the traditional
first aid, medication administration, and screening services. Communities make a
decision about what level of health servicesthey need. Then they implement the health
services based on their decisions. Once implemented, health services should be
evaluated to determine if the level of school health services is meeting the needs of the
school community.

Subsections

The following subsections contain information on determining amodel for health
services, how to plan or implement health services, and atool for evaluating health
services.

¢ Deciding on aMode to Provide School Health Services
¢ Planning the School Health Services Facility
¢ Evaluating Health Services
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Deciding on a Model to Provide School Health
Services

Authorization

There is no requirement that specifies a school-based health services model. There are
several different models for the delivery of school health services. The appropriateness
of an approach for a school division typically depends on the educational preparation and
the scope of practice of the available personnel, the funding available in the particular
community, the scope of services available in the community, attitudes, and objectives of
the community.®

Overview

Definition. Although auniversally accepted definition of the term “school health
services’ has not been adopted, Health Is Academic: A Guide to Coordinated School
Health Programs presents the following definition: ®

School Health Services: Prevention services, education, emergency care,
referral, and management of acute and chronic health conditions.
Designed to promote the health of students, identify and prevent health
problems and injuries, and ensure care for students.

The goals and program elements of school health services are derived from “ student
needs, community resources for health care, available funding, local preference,
leadership for providers of school health services, and the view of health services held by
school administrators and other key decision-makers in the school divisions.” ¢’ The
types of services vary based on the goals and objectives of school health services.

Common Elements. While thereis no one best universally accepted model of school
health services, there are, however, common elements provided by schools across the

® Fox, H.B., Wicks, L.B., and Lipson, D.J. (1992). Improving Access to Comprehensive Health Care
Through School-Based Programs (Grant #MCJ063500). Prepared with funding from the Maternal and
Child Health Bureau, U.S. Department of Health and Human Services.

% Marx, E. and Wooley, S.F. (Eds.) (1998). Health Is Academic: A Guide to Coordinated School Health
Programs (p.4). New York, N.Y.: Teachers College Press.

6 Allensworth, D., Lawson, L., Nicholson, L., and Wyche, J. (Eds.) (1997). Schools and Health: Our
Nation’s Investment ( p.153). National Academy Press: Washington, D.C.
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country. A study conducted by the Institute of Medicine Committee on Comprehensive
School Health Programsin Grades K-12 found that athough the scope of school health
services varies from one school district to another, most schools provide the following
services:

¢ Screenings.

¢ Monitoring student immunization status.

¢ Providing first aid.

¢ Administering medication.

¢ Providing wide range of health services for students with disabilities and special
health care needs. ®

Models. The school health literature identifies the following three major approaches for
providing or facilitating access to primary health care, aprimary goal of school health
services: (1) screening and referral by school nurses, (2) nurse practitioners providing

primary care, and (3) school-based clinics providing comprehensive health care
services.® Each of these models is described below.

Screening and Referral by School Nurses

School Nurses. Thisisthetraditional model that usually consists of school nurses who
provide the following health services:

¢ Assessment of the health needs of students and staff.
¢ Health screening.

¢ Health promotion and disease prevention activities.
¢ Individual health education and counseling.

¢ First aid and emergency care.

¢ Chronic care services for children with disabilities.

% Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School & Health: Our
Nation’s Investment (p.7). National Academy Press: Washington.

% Fox, H.B., Wicks, L.B., & Lipson, D.J. (1992). Improving Access to Comprehensive Health Care

Through School-Based Programs (Grant #M CJ063500). Prepared with funding from the Maternal and
Child Health Bureau, U.S. Department of Health and Human Services.
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¢ Referral of children with health problems to community health care providers for
further diagnosis and treatment.

Physician consultation. In the traditional model, physician consultation is typically
provided by a consulting medical director/physician who is available to the school health
program for providing medical evaluations, consultation, and support to nursing
personnel.

Nurse Practitioners Providing Primary Care

Nur se Practitioners. This model expands the direct services provided to the students. In
this model, nurse practitioners provide the following comprehensive preventive and
primary health care services:

¢ Diagnosis and treatment of arange of health conditions in accordance with treatment
protocols established by a supervising physician.

¢ Health screenings.
¢ Assistanceto familiesin visiting appropriate health care providers.
¢ Monitoring chronic illnesses.

The school nurse and unlicensed assistive personnel should be a part of thisteam to
provide the traditional school health services.

School-Based Clinics Providing Comprehensive Health Care
Services

School-Based Clinics. Thismodel provides for the following comprehensive health care
services that are to be delivered by an interdisciplinary team usually made up of
physicians, nurses, counselors, lab and medical assistants, and other health care
professionals.

¢ Comprehensive primary health care services.
¢ Promoting positive health behaviors.

¢ Preventing such “new morbidities’ as intentional and unintentional injuries, teenage
pregnancy, and substance abuse.

The school nurse and unlicensed assistive personnel should be a part of thisteam to
provide the traditional school health services.
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Recommendation

Need for School Health Services. Schools bring together large populations of students
and staff with needs for first aid management, detection of contagious diseases, routine
medi cation administration, specialized health care procedures for students with special
health care needs, and so forth. To address these issues, some of which are legislative
mandates, a system needs to be in place to reduce risks and liability. In addition, because
education and health are linked, health services are needed to promote student health and
prevent disease. Therefore, although the primary goal of schoolsis education, basic
school health services are an essential component of today’ s education program. Roles
and r&%)onsi bilities for school health services should be determined with community
input.

Coordination with Student’s Health Care Provider/Par ents/Guar dian. An important
component of a school health program is the direct delivery of health care servicesto
students. Health care services include health assessments, popul ation-based screenings,
providing emergency care and managing crisis situations, and addressing the day-to-day
health care needs of the students.

School health services should be coordinated with the student’ s health care at home.
There should be ongoing communication between the school health services personnel
and the student’ s parents/guardians and health care provider so that the student is able to
participate in school at the highest level.

Choosing a Model. Each school health services model can be successful in facilitating
or providing access to primary health care—if properly designed and aggressively
implemented. * Therefore, a school health services model should be determined locally,
based on which model, or model combination, best matches a community’ s needs and
characteristics.

™ Adapted from: Allensworth, D., et a editors (1995). Defining a Comprehensive School Health
Program: An Interim Satement (pp. 6-7). National Academy Press. Washington D.C.

™ Fox, H.B., Wicks, L.B., & Lipson, D.J. (1992). Improving Access to Comprehensive Health Care
Through School-Based Programs (Grant #M CJ063500). Prepared with funding from the Maternal and
Child Health Bureau, U.S. Department of Health and Human Services.

2 Adapted from: Allensworth, D., Lawson, L., Nicholson, L., and Wyche. J. (Eds.). (1997). School &
Health: Our Nation's Investment (p. 226). National Academy Press. Washington, D.C.
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Planning the School Health Services Facility

Authorization
School Building Regulations, Section 55.42 and 55.43.
Excerpt:

The examination room shall have private access to a toilet and there shall
be separate restrooms for boys and girls that are adjacent and accessible
to the exam room.

Note: Thisregulation isunder review at the time of development of this manual. Please
refer to current regulations.

Standards. Standard for a School Health Clinic Environment, Southern Association of
Colleges and Schools. According to the Southern Association of Colleges and Schools,
the standards for a school health clinic environment include the following:

¢ Provision of health services to meet the immediate needs of students enrolled through
the school rather than by an outside agency.

¢ Provision of appropriate health facilities, equipment, supplies, and personnel to fulfill
the needs of students and staff.

¢ Development of aplan for handling injuries or illnesses of students and staff and
making the faculty and staff familiar with the plan.

Overview

The school health office should be planned to meet the needs of emergency care and
outpatient clinic services. The design and equipment should support infection control
measures.

Planning for the Facility. In planning a school health facility, the clinic personnel and
space or structure should be adequate and provide appropriate privacy for:

¢ Projected school enrollment.
¢ Make-up of the present student population.

¢ Medical supplies needed by the personnel.
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¢ Services provided.
¢ Confidentiality and safety of each person entering the facility.
Facility Functions. The functions of the facility may include the following. ™

¢ A conference space where the school nurse, health care provider, teacher, pupil,
parents, or others concerned with health counseling and guidance can discuss specific
health problems of individual studentsin privacy.

¢ A designated space for the care of students who becomeill or are suspected of having
a communicable disease, until they can be placed under their parent’s care or returned
to class.

¢ A designated space for student health records.
¢ A resource center for health education materials.

¢ A center to provide a program of expanded school-based primary care services where
applicable.

¢ A storage areafor health supplies and equipment. (Note: It isimportant to remember
that not all school divisions have the same size space available nor the same school
health personnel staff. School divisions serving a greater percentage of students with
specia care needs must adjust the facility to accommodate the needs of these
children.)

¢ Localities must adapt the school health clinic to their environmental and staff
specifications.

¢ Services may be decentralized in some schools. For example, immunizations may be
given in the school auditorium and hearing and vision screening may be done in the
school gymnasium or school library.

¢ Atall timesstrict guidelines for infection control measures, safety, confidentiality,
and delivery of professional health services must be followed.

Structural Design. The following research article has structural design
recommendations for a standard nurse’ s station for elementary, middle, and secondary
schools: McKibben, C., and DiPoala, S. (1997) Promoting The Construction Of An
Optimal Nurse's Office Facility: One School District’s Experience. Journal of School
Nursing. Vol. 13, No. 2. pp. 22-29.

" Massachusetts Department of Public Health. (1995). Comprehensive School Health Manual (p. 2-19).
Boston, Mass.: Author.
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Basic Clinic Environment. The most basic clinic environment should be required to
provide space for the following:

¢ Waiting and triage.

¢ Assessment and treatment.
¢ Counseling.

¢ Storage.

Recommendations

Furniture and Equipment for a School Health Office. The following guidelines™
provide recommendations for the school health clinic that should be considered when
new construction is being planned or when school buildings are being renovated. The
supervisor/director/coordinator of school health services should be an active part of the
advisory group designing any new health services area.

School Health Office: Recommendationsfor Furniture and Equipment

Location ¢ Located, idedlly, in aquiet area of the building, on the ground floor, near
administrative offices, with easy access for students and staff.

¢ Conveniently accessible for the disabled—designed with a door(s) leading to the
outside, outer hallway, and/or main office to provide for emergency transport
and to be wheelchair accessible.

¢ Anareathat isused only for health-related services and that allows for
individual privacy.

¢ Anarea600 sguare feet minimum, including the bathroom (which should be
approximately 130 square feet).

Ventilation ¢ Adequate ventilation. One outside window without fixed panes for natural
and Lighting lighting and ventilation or an operable skylight would be advantageous.

¢ Proper illumination in health clinic and the bathroom areas, including adjustable
overhead lightsin rest areas, in the storage closet, and over thefirst-aid area
station.

Accessibility ¢ At least one handicapped-accessible toilet facility that has hot and cold running
for Disabled water in accordance with American Disabilities Act guidelines.

™ The guidelines are a composite of recommendations from: Massachusetts Department of Public Health.
(1995). Comprehensive School Health Manual (pp. 2-20 to 2-24). Boston, Mass.: Author.

McKibben, C., and DiPoala, S . (1997). Promoting the Construction of an Optimal Nurse's Office Facility:
One School District’s Experience. Journal of School Nursing, 13, (2), pp. 22-29.
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School Health Office: Recommendationsfor Furniture and Equipment

Water
Sources

¢

Adequate plumbing to ensure hot and cold running water for assessment and
treatment area. A water source outside of the bathroom is needed to allow for
giving medication and washing hands and wounds while the bathroom isin use.
Hot and cold running water in the bathroom is necessary for washing hands and
providing specia health care procedures.

ELECTRICAL
OUTLETS

Each sink should be equipped with a gooseneck faucet and wrist control device,
liquid soap, and paper towel dispenser.

Adequate electrical outlets, approximately 1 every 6 feet. A space that is 600
square feet should have 12 accessible outlets distributed throughout the health
clinic and bathroom area.

Climate
Control

Heating and air-conditioning controls that solely control the health facility
environment.

Access to fresh air and exhaust fans is optimal for adequate ventilation.

Floor and
wall
Covering

Tile or seamless anti-microbial resinous floor is the preferred floor covering to
facilitate proper disinfecting of soiled areas. If the facility includes a private
nurse's office, this room may be carpeted. (Note: Carpet is difficult to keep
clean and may contain allergens, such as latex.)

Easily cleanable—hard walls are preferred.

Storage

A locked storage cabinet or, preferably, awalk-in closet with floor-to-ceiling
shelves for medical and other supplies. A walk-in closet is preferable for storage
of scale, crutches, stretcher, wheelchair, privacy screen, and other large items.

In-wall medicine cabinet that has a secure lock, for storing medications and
inhaler devices.

Base cabinets that have counter tops would provide a more functional treatment
area and storage for supplies and screening equipment.

Refrigerator (approximately 3.9 cubic feet) for storage of medication or snacks
for students with special needs, and cold packs. An icemaker—either in alarger
refrigerator or asize that is stackable—on top of the refrigerator to provideice
for injuries, sore throats, and so forth is optimal. (Note: For clinics with more
than 7600 students, an apartment-sized refrigerator is needed because it contains
alarger freezer.)

AreaDesign
Configuration

The clinic design should include four specific areas, including:
1. A waiting and triage area.
2. An assessment and treatment area.
3. A private areafor conference, counseling, and isolation.
4. The bathroom area. (See “Assessment and Treatment.”)
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School Health Office: Recommendationsfor Furniture and Equipment

Waiting and
Triage

¢

Adequate number of chairs for seating in the waiting area (approximately four
chairs) and one cot (for approximately every 300 students).

Desk or other suitable writing surface that is visible to the waiting area and has
at least one drawer which can be locked. A telephone outlet should be nearby.

Telephone with adirect line outside.
Computer with monitor, disc drive, and printer on table.

Filing cabinets (two or more four-drawer cabinets, depending on the student
population) that can be secured and locked for storage of current health records,
emergency response cards, instructional information, and daily maintenance
files.

Assessment
and Treatment

* & o o

Adequate private rest areas that have cots or beds. (Note: It is recommended that
beds/cots have washabl e surfaces that can be disinfected between student use.)
The number of rest spaces should correspond to student enrollment and
frequency of use.

Blankets, sheets, pillows, and disposable or plastic pillow cases/covers. (Note: If
items cannot be laundered between students, items must be disposable or not
used.)

Folding screen or draperiesto provide privacy in the rest area.
Rest area visible from the clinic personnel’ s work station.
Rest areafitted with an outlet for its own light source.

Private room (area) for examination and consultation, preferably with an
examination table.

Bathroom that is wheelchair accessible, has grab bar next to toilet, iswell lit and
ventilated, and has asink and storage area for supplies and specia needs
equipment. (ADA guidelines recommend a changing table, washer dryer, and
shower areawith seat.) (Note: Bathroom should have amirror.)

Sink that has hot and cold running water and a gooseneck faucet.
Wall-mounted liquid soap dispenser that has soap and is adjacent to all sinks.

Wall-mounted paper towel holders that has paper towels and is adjacent to all
sinks.

Pedal-controlled, covered trash receptacles that is lined with polyethylene trash
bags.

First-aid station that has washable counter tops (preferably stainless steel),
under-counter drawers for storage, and over-counter hanging cabinets with see-

through dliding doors are preferable. (Note: May prefer wooden, locked doors to
prevent theft.)

Sharps container for disposal of hazardous medical waste.

At least 15 feet of unobstructed space should be available in the school health
clinic, if screening programs (e.g., vision and hearing) are conducted in the
clinic.

Counseling
and Treatment

L 2

Space that ensures privacy of sight and sound and is easily accessible.
Private telephone line as well as an extension telephone.
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Expendable (Consumable) Suppliesfor a School Health Office. The following table
lists recommended supplies that should be available in a school health office.

Recommendationsfor Expendable (Consumable) Supplies

Movable ¢ Book cases
Equipment ¢ Bulletin boards
¢ Clock that has a second hand
¢ Flashlight or pen light with battery
¢ Gooseneck lamp
¢ Magnifying lamp
¢  Otoscope/ophthalmoscope with battery
¢ Physician’s scalethat has a height rod and is balanced
¢ Portable crisis kit
¢ Portablefirst-aid kit
¢ Puretone audiometer (calibrated annually), tympanometer
.
3
.
.
.
3
3
+
.

Reflex hammer

Sphygmomanometer (calibrated annually) and appropriate cuff sizes
Stethoscope

Table for vision and hearing testing equipment

Tape measure

Vision testing machine, such as Titmus

Wall-mounted height measuring tool

Wheelchair
Suggested First Bandages, including adhesive (e.g., Band-Aids) and elastic, of various
Aid and Other types and materials
Supplies Basins (emesis, wash)

3
¢ Cold packs

¢ Cotton-tip applicators (swabs)

¢ Cotton balls

¢ CPR masks (pediatric and adult)

¢ Dentdl floss

¢ Disinfectant for surfaces, spills (fresh [within 24 hours] 1:10 bleach
solution or disinfectant approved by the U.S. Environmental Protection
Agency)

Disposable gowns

Eyeirrigating bottle

Eye pads

Eye wash solution

Fingernail clippers

Latex gloves

Magnifying glass

Masks

Office supplies

Paper cups (drinking, medicine, and pill)

Paper towels

Plastic bags (small and large, resealable)

Physician rollpaper (optional)
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Record forms (e.g., emergency cards, logs, medical sheets, accident
reports, state forms)

Ring cutter

Safety pins

Salt

Sanitary pads, individually wrapped (may be used for compression)
Scissors (blunt end)

Slings

Soap (must be in a dispenser)

Splints (assorted)

Surgi-pads

Tape (different widths and hypo-allergenic)

Tissues

Thermometer (disposable) or other mechanism for measuring
temperature, such as temp dots and thermometer sheaths, if applicable
Tongue depressors

Triangular bandage

Tweezers

Vinyl gloves (for latex alergies)

Washcloths (disposable)

Suggested
Reference or
Resource
Books

* | & o o o

<

Benenson, Abram (Ed.). (1995). Control of Communicable Diseases.
Woashington, D.C.: American Public Health Association.

Keen, T. (Ed.) with Cox, A, Ford, N., and Henry, J. (Consulting Editors).

(1997). Specialized Health Care Procedures. Richmond, Va.: Virginia
Department of Health.

Keen, T. and Ford, N. (Eds.) with Cox, A, Henry, J., Smith, G., and Tarr,
J. (Consulting Editors). (1999). Virginia School Health Guidelines.
Richmond, Va.: Virginia Department of Health.

Lewis, K. (1994). School Health Manual. Menlo Park, Calif.: Addison
Wesley.

Tarr, J. (Developer) with Ford, N., Henry, J., and Cox, A. (Eds.). (1998).
First Aid Guide for School Emergencies. Richmond, Va.: Virginia
Department of Health.

Pharmacol ogical reference

Medical dictionary

Physical assessment book
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Evaluating Health Services

Authority

¢ Standard. Regulations Establishing Standards for Accrediting Public Schoolsin
Virginia (September 1997), 8 VAC 20-131-260 C, Commonwealth of Virginia,
Department of Education.

Recommendation

Please see the following “Guidelines for Evaluation of School Health Services’ adapted
from:

¢ Task Force on Standards of School Nursing Practice. (1983). Standards of School
Nursing Practice. Kansas City, Mo.: American Nurses Association.

¢ Task Force on an Evaluation Guide for School Nursing Practice. (1987). Evaluating
School Nursing Practice: A Guide for Administrators. Kent, Ohio: American School
Health Association.

¢ An Evaluation Guide for School Nursing Practice Designed for Self and Peer Review,
Scarborough, Maine: National Association of School Nurses, Inc.

¢ Sandards of Nursing Practice. (1998). Scarborough, Maine: National Association of
School Nurses, Inc.
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Guidelinesfor Evaluation of School Health Services

Criteria

Documentation/Comments

GENERAL SCHOOL HEALTH SERVICES

A.

Purposes and scope of the school health program have been defined by
written policies.

B. Specific, written school health procedures are available for:
1. Emergency careof ill or injured students.
2. Medications given in the schools (including appropriate storage under
double lock).
3. Control of communicable diseases.
4. Reporting child abuse.
5. Compliance with immunization law.
6. Health component of Individuals with Disabilities Education Act
(IDEA).
C. Responsihilities of different classifications of school health personnel are

clearly defined and applied.

Community health resources are used in the school health program.

A school health advisory board has been organized and is functioning
effectively.

Consultative services:
1. Physicians are available for consultation and advice.
2. Dentists are available for consultation and advice.

3. The public health nursing department is available to the schools.

Personnel currently certified in first aid and CPR are available and on duty
at all times during the school day and school sponsored activities.

Cumulative health records are maintained K-12 on all students and include:

1. Magjor health problems that may be significant educationally or pertain
to the child’s safety or the safety of others with whom the child
interacts.

2. Designated screening programs are recorded for both pass and fail.

3. All health information obtained on the student is recorded on and/or
filed in the health record.

4. Health records are readily accessible to appropriate school personnel.
5. Staff are knowledgeable about confidentiality of student records.
6. Health records are kept in locked files.

The school health services program undergoes periodic evaluation and
revision.

. SPECIFIC SCHOOL HEALTH SERVICES
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Guidelinesfor Evaluation of School Health Services

Criteria Documentation/Comments

A. Thereisawritten job description for the school nurse.

B. Thereisawritten job description for the health clerk and other health
personnel, such as technicians, physicians, and health aides.

There are written objectives for the school health program.

D. A qualified school nurse supervisor, coordinator, or consultant is available
to give direction and advice.

E. School nurses are licensed to practice within the Commonwealth of
Virginia

F. Channels of communication between the supervisor, administrator, and staff
are clearly established and understood.

G. Thenumber of health personnel is adequate to fulfill the objectives of the
school health service program and/or to meet the standards recommended by
the Task Force on Standards of School Health Nursing Practice:

¢ 1:750 in general school populations.
¢ 1:225in mainstreamed populations.
¢ 1:125in severely/profoundly handicapped populations.

H. In-servicetraining isavailable and a reasonable amount of releasetimeis
available to permit health personnel to attend staff meetings, workshops, and
continuing education programs.

I.  Individual staff evaluations are conducted by peer and/or supervisor.

J.  Health assessments by the school nurse are:

1. Completed on all kindergarten students.

2. Completed on all new studentsin the school division.

3.  Completed on students enrolled special educational programs.
4

Completed on all students referred by school personnel or parents for a
suspected health problem.

5. Completed as needed on students with a known health problem.

School entrance physical examinations by a physician are:
1. Required for all new students entering the school district K-5.
2. Required annually for all students competing in school athletics.

3. Reviewed by the school nurse to identify and follow up on al health
problems.
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Guidelinesfor Evaluation of School Health Services

Criteria

Documentation/Comments

L. Screening programs are conducted as designated by the school nurse or
other trained personnel.

1.

Written procedures are available and being followed for:

I dentification of health problems.
Vision.

Hearing.

Scoliosis.

Dental.

Height and weight.

Other (List).

The school nurse initiates follow-up steps to ensure further evaluation
or care for al students failing screening procedures.

* & 6 & o o o

The teachers are notified of any preferences needed for the student to
participate in the classroom.

Follow-up checks are made on students for further evaluation or care to
see that such services were provided.

The school nurse shares evaluation recommendations with the teachers
and records them on the student’ s health record.

Efforts are made to ensure that students with severe conditions receive
professional care.

M. School personnel-nurse referrals and conferences:

1.

School personnel are advised and encouraged to observe each student
for possible health deviations.

Classroom teachers are provided with information on signs to watch for
in referring students for health screening and have necessary forms or
written procedures to make such referrals.

Thereis an established system by which school personnel can make
referrals to the school nurse.

The school nurse provides feedback to school personnel on referrals.

Teacher-nurse conferences are held to inform teachers of students with
health problems, or alist of students with health problemsis given to
teachers.

Inservice training is held, as needed, to inform teachers on how to
handle health problems and emergencies in the school setting; i.e.,
epileptic seizures, diabetic coma, insulin reaction, reporting serious
accidents or illness, using universal precautions.

N. Health counseling is available to public, parents, and school personnel.

1.

2. Timeand privacy are available for students to talk with the school nurse

Parents are encouraged to confer with the school nurse when a school
program adjustment is needed for a student with a health problem.
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Guidelinesfor Evaluation of School Health Services

Criteria

Documentation/Comments

6.

about their concerns or for the school nurse to discuss his/her screening
findings with the student.

The school nurse can make home visits to pupils with special health
problems.

Parents are informed of the results of health assessments and failuresin
screening programs either by telephone or written notice.

Parents are assisted in locating resources for care of identified health
problems.

Students are assisted in becoming knowledgeable health consumers.

O. Disabled or chronically ill students are identified in the school division.

1.

Parent-school nurse conferences are conducted to ascertain the student’s
current health status.

Current recommendations are obtained from the student’ s source of
medical care.

Special instructions and services are provided for disabled or
chronically ill students asindicated.

School personnel are informed of the special needs of disabled or
chronically ill studentsif educationally appropriate.

The school environment is adapted to accommodate students with
disabilities.

P. The

school nurseis responsible for participating in the appropriate

placement of students with exceptional needs.

1.

The school nurse obtains health history and current health status
information on students prior to determining placement.

The school nurse helpsidentify the relationship between the health
status and the student’ s ability to learn.

The school nurse serves as ateam member to identify and interpret the
physical findings and health needs of the student.

The school nurse serves on the school team to write goals, objectives,
and characteristics for the health component of the individualized
education program (IEP) and determines health factors that are pertinent
to the student’ s most appropriate educational placement.

Q. Communicable disease control is part of the school health services program.

1.

School personnel are prepared to recognize signs of suspected
communicable diseases in students.

School nurses report immediately to the principal and local health
agency (by phone) any of the following conditions: diphtheria, rubella,
measles, meningococcal disease, polio, public gathering outbreaks (e.g.,
food poisoning), tuberculosis.

School nurses report on a designated basis to the principal and the local
health department any other communicable disease.
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Guidelinesfor Evaluation of School Health Services

Criteria Documentation/Comments
4. Provisions are made for isolating students with a communicable disease
until they are removed from school.
5. Students with a communicable disease do not return to school until the
condition has been remedied or the student is under treatment.
6. The school health service correlatesits plans for disease prevention and

control with the community program.

R.

A school hedlth office or adegquate workspace is available in every school.

1.

© N o o

The nurse has the following equipment available: a desk with drawers,
files or cupboards for health records and supplies, and an appropriate
number of chairs.

A telephone is available in the clinic for confidential conversations
concerning student health problems.

First aid supplies, including ice, are readily available.

Privacy is possible in the school health office for conducting hedlth
counseling and health assessments.

One cot is available for every 300 students in the schoal.
The cot has a washable surface or disposable cover.
A locked cabinet or container is provided for storing prescription drugs.

A sink, separate from the bathroom facility, islocated in the clinic for
usein first aid/skilled care.

Bathroom facilities that also accommodated disabled students are
available within the clinic area.
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Conducting Health Assessments

Overview

Process. Health assessment consists of day-to-day health encounters, planned and
unplanned, that school health personnel have with students and staff; population-based
screening programs; and routine physical examinations. A comprehensive health
assessment process involves:

¢ School health personnel collecting subjective and objective data related to the
student’ s health and illness behaviors.

¢ Analyzing the data for accuracy and compl eteness.
¢ Collecting more data as needed.

¢ Analyzing the information for identification of student health risks, problems, and
potential stressors.

Student Health Encounters. Students present arange of complaints, from potentially
life-threatening situations to more common problems, such as colds and coughs. Students
also seek advice, support, or just time out from stress in both the classroom and at home.
Although most students go to the health room, informal encounters may occur in any
number of locations in the school; for example, a student interacts with a school nursein
the hallway, cafeteria, or playground; ateacher stops the school nurse in the hallway to
refer a student; or a school nurse conducts afollow-up visit with a student in the hallway
or some other place in the school (following the student’ s visit to the health room).

School nurses are frequently assigned to cover more than one school, and as such, they
are not always readily accessible to students. Often a teacher, health aide, or school
secretary istheinitial person to see the student, so it isimportant for them to understand
the parameters of a school health encounter and what types of questions should be asked
to assist licensed health personnel in making an assessment. Making a health assessment
remains the responsibility of the school nurse or other fully qualified and licensed health
care professional.

History of the Complaint. When assessing a student, the school nurse needs to obtain
subjective data about the complaint or the history of the complaint. The initial person
seeing the student must skillfully explore the presenting symptom by analyzing the
complaint. Information on the location, frequency, duration and severity, quality,
quantity, setting, associated symptoms, and factors that make the symptom better or
worse will guide the action taken, including referral to a health care provider, observation
in the health office, and/or notifying parents.
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Health History. The health history provides additional subjective data as part of the
assessment process. School health personnel should ask open-ended questions that
encourage a student to describe the problem. It is important to encourage discussion
around different areas of the student’s life (e.g., home, work, and school), especially if
the problem seems to be chronic. For today’ s student, especially the adolescent, a
psychosocial review of systemsis asimportant as the physical examination. A brief
psychosocia assessment, including asking questions about any risk behaviors the student
may be engaged in, may include the following questions.

¢ “Tell meabout it.”

¢ “Whendidit start?’

¢ “Hasit ever happened before?’

¢ “What did you do?’

¢+ “Didyoutel your parents?’

¢ “What did they do?’

¢ “Areyou taking any medication?’

¢ “Areyou having problemsin your classes?’
¢ “What class do you have now?’

Questions may focus on the following categories: home life, food, activities, shelter,
supervision, health care, and support systems. (Note: Chronic reoccurring symptoms may
be associated with psychosocia problems, such as abuse.) The school nurse should be
aware of different cultural, ethnic, or socioeconomic backgrounds of students. (Note: The
web site School Health * Culture Zone provides cultural resources for school nurses.

The address is http://courses.international .edu/bc680/nmcgahn/)

Physical Assessment. Assessment also includes objective data or a physical assessment.
The person assessing the student obtains information about signs of an illness (e.g., vital
signs) and takes appropriate measures, such as having the student rest in the health room
and either returning to class or calling parentsiif the student is to be sent home,
suggesting any follow-up with the student’ s health care provider, or calling emergency
services.

Resources

American Academy of Pediatrics (1991). Policy Statement. School Health Assessments
(RE9221). Pediatrics, 88 (3), pp. 649-651.
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Subsection

The following subsections identify and explain traditional individual student health
assessments that are encountered by health care providers in the school environment.

¢ Four Common Encountersin the School Health Office

¢ Health Information Form Requirements

¢ School Entrance Physical Examination Requirements

¢ Immunization Requirements

¢ Athletic Pre-Participation Physical Examination Requirements

¢ Vocational/Technical Medical Assessment
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Four Common Health Conditions Encountered in the
School Health Office

The four most frequent conditions encountered in the school health office are (1)
headaches, (2) sore throat, (3) abdominal pain, and (4) general malaise. The focus of this
subsection ison theinitial stage of assessment and does not include medical

management. The following four examples of encounters were contributed by Simmons
College Graduate Program in Primary Health Care Nursing and represent some suggested
processes in assessing students. These guidelines are based on current practice and the
clinical experience of contributors. If any of these symptoms are brought to the attention
of an untrained school staff member, that staff member should refer the student to the
appropriate licensed health professional (i.e., registered nurse, school physician, or
licensed nurse practitioner).

Headaches

Headaches can be classified as acute, chronic, and recurrent. Acute headaches are of
recent onset and frequently are associated with infectious illnesses, such as colds and
influenza. Chronic and recurrent headaches may be associated with stress and tension,
migraines, or potentially serious medical problems, such as sinusitis, dental problems,
concussion, or brain lesion. Up to 20 percent of all school-age children experience
frequent, recurrent headaches.

The following list of key questions and key physical examination components are

commonly used to obtain subjective and objective information when assessing the
student who complains of a headache.

Headache: Questions (Subjective Data)

Question Action

1. Name and age of student? Obtain health record.

2. Has there been any recent head Examine the student’ s head for evidence of lacera-
injury? tions, bleeding, bumps, or bruises.

3. Whereisthe location of the Any headaches that are characterized as severe,
headache? What is the severity? How  unilateral, or have persisted beyond 12 hours

long has the headache persisted? should be evaluated by alicensed health

professional immediately.

4. Are there any associated symptoms.  |If positive, the student should be seen by alicensed
vomiting, stiff neck, difficulty with health professional immediately. These symptoms
vision, drowsiness, recent behavior, or  can be associated with alife-threatening infection,
personality changes? such as meningitis.
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Headache: Questions (Subjective Data)

Question

Action

5. Does the student have any other
serious chronic medical disorders?

6. How often does the student get
headaches? What has made them fedl
worse or better?

7. Isthe student feeling ill in any other
way: sore throat, stomachache, chills?

8. Has the student eaten recently?

If positive, there may be an association. The
student should be evaluated by alicensed health
professional that same day.

There may be certain measures the student can
take to treat the headache: lie down and rest, take
acetaminophen, and apply a cool washcloth to
forehead.

Medication may require an authorized prescriber’s
order and parental consent depending on state laws
and school policy.

Headaches can be associated with common
infectious illnesses, such as colds, strep, pharyn-
gitis, or flu.

The student should be seen by alicensed health
professional that same day for appropriate testing,
diagnosis, and treatment.

Headaches may be associated with hypoglycemia.

Headache: Physical Examination Components (Objective Data)

Action

Plan

1. Check the temperature.

2. Neck: Isthere tenderness or pain on
motion?

3. Eyes: Arethe pupilsequal in size?

4. Head: Arethere any lacerations,
bleeding, bumps, or bruises?

Headaches: Potential Causes

If temperature is elevated or if there is tenderness
or pain on motion of neck, inequality of pupils, or
evidence of head trauma, the student needs to be
evaluated by alicensed health professional
immediately.

Assessment

Plan

1. Acute onset headache.

2. Acute recurrent headache.

This may be associated with infectious illnesses,
such as strep throat, colds, or influenza.

This may be migrainous.

A student who presents with a severe headache
should be sent home to be evaluated by their health
care provider.
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Headaches; Potential Causes

Assessment Plan

3. Chronic non-progressive headache ~ This may cause dull, constant pain, commonly
(as aresult of tension or stress). located around the forehead and temporal area.

The student can often alleviate the pain with rest,
dim lighting, a cool washcloth, and non-aspirin
pain reliever.

Medication may require an authorized prescriber’s
order and parental consent depending on state law
and school policy.

Sore Throat (Pharyngitis)

Infections of the throat may be caused by either viruses or bacteria, but the vast majority
of infections are viral. Because it is not possible to know whether the infection isviral or
bacterial by inspection, areferral for athroat culture may be necessary in order to
identify an infection caused by bacteria, such as Streptococcus. An untreated
streptococcal sore throat can lead to serious complications, such as rheumatic fever or
nephritis. About 10 to 20 percent of children who present with sore throat have a
Streptococcus infection (strep throat) as the cause of their pharyngitis. The typical
incubation period for strep throat is one to three days. Viral infections of the throat
usually last three to four days as part of a cold or upper respiratory infection.

The following list of key questions and key physical examination components are
commonly used to obtain subjective and objective information when assessing the
student who complains of a sore throat.

Sore Throat: Questions (Subjective Data)

Question Action

1. Name and age of student? Obtain health record.

2. How long has the sore throat been Any sorethroat that is characterized as very
present? How severe is the discomfort? painful or has been present beyond 24 hours

should be evaluated by alicensed health
professional that same day.

3. Arethere any associated symptoms, such  Sore throat associated with upper

as cold, cough? respiratory symptomsislikely to be caused
by avirus.

4. Does the student have the following Sore throat associated with these symptoms

symptoms:. headache, rash, chills, or ismore likely to be caused by bacteria.

abdominal pain?
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Sore Throat: Questions (Subjective Data)

Question

Action

5. Has the student had many sore throats or
strep infections in the past?

6. Does the student have any serious chronic
medical disorder, such as kidney disease,
diabetes, or congenital heart disease?

7. Has the student had recent contact with
anyone who has had strep throat or impetigo
(i.e., skin infection caused by
Sreptococcus)?

If positive, the student should have athroat
culture in order to rule out strep throat, a
potentially serious infection.

If positive, the student should be evaluated
by alicensed health professional that same

day.

Sore throat following a recent contact with
someone who had strep throat or impetigo
warrants a throat culture in order to rule out
Streptococcus as a cause of the pharyngitis.

Sore Throat: Physical Examination Components (Objective Data)

Action

Plan

1. Check the temperature.

2. Neck: Arethe glandsin the neck swollen
and/or tender?

3. Mouth: Does the throat appear red? Are
the tonsils enlarged? Is pus or exudate
present on the throat or tonsils?

Sore Throat: Potential Causes

If positive for elevated temperature and
enlarged and tender glands with ared and
pus-like throat, the student needs to be
evaluated by alicensed health professional.

Assessment Plan

1. Vird If thereis no rash, fever, difficulty swallowing, swollen or tender glands,

infections. abdominal pain, or headache, the student most likely has a viral infection.
The symptoms may be alleviated by taking a non-aspirin pain reliever,
gargling with weak, warm salt water, and drinking some fluids.
Medication may require an authorized prescriber’ s order and parental
consent depending on state law and school policy.

2. Bacterial Sore throat associated with such symptoms as fever, difficulty

infections. swallowing, swollen and tender glands, abdominal pain, rash, or headache

ismore likely to be caused by bacterial infections.

The student needs to have a throat culture performed. Usually the results
are available within 24 to 48 hours. If positive, the student should be
placed on antibiotics by the student’ s primary care provider. Students are
considered not contagious after 24 hours of antibiotic therapy.
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Abdominal Pain

Abdominal pain, usually classified as acute or recurrent, is adifficult complaint to assess.
It can indicate a condition, such as appendicitis, that may require surgery. Other non-
abdominal conditions (such as urinary tract infections or pneumonia) can also mimic
acute or serious abdominal problems, such as appendicitis.

Recurrent abdominal painis also a challenge to diagnose since the student usually
appears healthy but is complaining of severe pain. Chronic abdominal painis classified
as three or more episodes severe enough to interfere with activity occurring over athree-
month period or longer. The etiology is usually unknown but may be psychosomatic in
origin and associated with stress at home or in the classroom.

The true incidence of an acute abdominal pain caused by appendicitisis estimated at
between 7 and 12 percent; 10 to 12 percent of school-age children are affected by
recurrent or chronic abdominal pain.

The following list of key questions and key physical examination components are
commonly used to obtain subjective and objective information when assessing the
student who complains of abdominal pain.

Abdominal Pain: Questions (Subjective Data)

Question Action

1. Name and age of student? Obtain school health record.

2. Analyze the symptom. Ask the student to  Inspect the areafor any obvious recent injury.
describe the pain, frequency, location, dura-  If pain appears severe and is interfering with
tion, if it radiates, and what makes it better  activities, the student should be referred to a

or worse. licensed health professional immediately.

3. Isthisanew complaint? If not, how If thisisacommon complaint for this student,
many times has the student complained of it may beindicative of stress-related illness
this? and the student could stay in school.

4. Does the student have associated If positive, these symptoms may indicate a
symptoms, such as nausea, vomiting, viral infection but also may be indicative of an

diarrhea, constipation, decreased appetite?  acute abdominal condition. Consult a licensed
health professional immediately.

5. For girls: Isit associated with frequency ~ Urinary tract or vaginal infections need to be

or burning on urination? Is it associated diagnosed and treated by alicensed health
with menses? professional. If positive for the onset of

menstrual period, rest, over-the-counter pain
reliever (per school protocol or licensed
prescriber’ s order, both with parental consent),
and heat may be used to decrease pain and
discomfort.
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Abdominal Pain: Physical Examination Components (Objective Data)

Action Plan

1. Check temperature and blood pressure. If positive for temperature and other

: - SN PN signs of severe pain, the student needs
irglfg:;egf ilr?j E?;/r’.l)locallzed. Doesit radiate: to be referred immediately to alicensed

health professional to rule out

3. Is student pale? Sweaty? appendicitis or other emergency

4. 1s mobility or activity severely restricted? condition.

Abdominal Pain: Potential Causes

Assessment Plan

1. Acute abdominal pain. Appendicitisis the most common cause

of acute abdominal pain.

2. Recurrent abdominal pain. Recurrent pain is associated with
urinary tract infection, constipation,
gastrointestinal viral infections, stress,
and gynecological problems.

General Malaise: “I Don’t Feel Well”

This complaint, frequently heard in school health offices, is vague and nonspecific and
can indicate awide variety of problems, from specific physical problemsto
psychosomatic or stress-related problems.

School personnel need to obtain accurate information, since this complaint may not be
the real reason the student is in the health office. The student may be using this complaint
as ameans of communicating an underlying problem to the school nurse or other school
personnel. This assessment demands a thorough, skillful, and sensitive interview.

The following list of key questions and key physical examination components are
commonly used to obtain subjective and objective information when assessing the
student who complains of a general malaise.
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General Malaise: Questions (Subjective Data)

Question Action

1. The most efficient way to collect information of a Differentiate between physical and
physical natureisto review the body systems. This  psychological etiology.

includes areview of past and present illnesses and

usually proceeds head to toe.

2. Ask general questions: “Are you having any pain  If positive, follow up with more
anywhere? Have you been sleeping? Any nausea, compl ete information on specific area.
vomiting, diarrhea?’

3. Questions concerning family, home, school, and  If positive, student might just need

peers need to be open-ended and sensitive. “Has some “time out” in health office.
anything changed at home? How is school going?’  Assess for further referral for
counseling.

General Malaise: Physical Examination Components (Objective Data)

Action Plan

1. Check temperature. If positive, this may indicate
nonspecific viral or bacterial disease.
Refine assessment and refer for further

evaluation.
General Malaise: Potential Causes
Assessment Plan
1. Organic cause. V ague, nonspecific complaints can still

be indicative of physical injuries and
illnesses. These need to be ruled out by
careful history and data collection
before the assumption is made that the
complaint is stress related.

2. Psychosomatic or stress related. Stress-related illness and chronic
complaints warrant follow up and
counseling by school guidance
counselors, or referral to community
Sservices.

Note: See sample school health encounter formsin Appendix E.
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Health Information Form Requirements

Authorization

Code of Virginia, Section 22.1-270, Preschool Physical Examinations, |. The Code of
Virginia requires that parents or guardians of entering students shall complete a health
information form, which is developed by the Departments of Education and Health or
which is developed by school divisions and approved by the Superintendent of Public
Instruction.

Excerpt: See Appendix A for Code of Virginia, § 22.1-270, 1.

SUPTS. MEMO. SUPTS. MEMO. No. 22, February 5, 1999, Subject: School Health
Form HPE-h12. (See Appendix A for acopy of SUPTS. MEMO.)

Excerpt:

The following form has been deleted: Form HPE-h12, THE SCHOOL
ENTRANCE HEALTH INFORMATION FORM (DATED DECEMBER
1983). The information on that form is provided on the School Entrance
Physical Examination and Immunization Certification, (MCH 213C) dated
October 1991.

Recommendation

Referral and Follow-Up Process. Any issues noted on the health information form may
require referral or follow-up activities. The school nurse who is responsible should:

¢ Review the completed health information form.
¢ ldentify health issues.
¢ Provide appropriate referrals and follow up.

¢ Collaborate with parents and appropriate health care providers to ensure linkages
between the school, home, and community.

Documentation

Health Information Form. The following “health information forms’ are approved by
the Superintendent of Public Instruction (school divisions can develop their own form,
but it must be approved by the Superintendent of Public Instruction). (See Code of
Virginia, 8 22.1-270, 1.)
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¢ School Entrance Physical Examination and Immunization Certification: Part | — Health
Information Section (MCH-213 C, Rev. 10/91).

¢ School Entrance Health Form: Part | — Health Information Form (MCH-213 D, Rev.
1/99).

Note: The School Entrance Health Form (MCH-213 D, Rev. 1/99) should be used beginning
with school year 1999-2000, as the form becomes available.

New Form: School Entrance Health Form (M CH-213 D). At the time of development of this
manual, the School Entrance Physical Examination and Immunization Certification form (MCH-213
C, Rev. 10/91) was being revised. The revised form, entitled School Entrance Health Form (MCH-
213 D, Rev. 1/99), isto be used for school year 1999-2000—when form becomes available—for
health information, comprehensive physical examination, and immunization reporting requirements
asrequired by the Code of Virginia. The following isasummary of the revised form (MCH-213 D,
Rev. 1/99).

¢ Part| - Health Information Form

Replaces Health Information Form (HPE-h12 12/83), as required by the Code of Virginia
§22.1-270, I, Preschool physical examinations.
¢ Part Il —Comprehensive Physical Examination Report

Replaces School Entrance Physical Examination and Immunization Certification—Part |
and Part Il (MCH-213 C, Rev. 10/91), asrequired by the Code of Virginia § 22.1-270,
A —H, Preschool physical examinations.

¢ Part !l —Certification of | mmunization

Replaces the School Entrance Physical Examination and Immunization Certification—
Part 11l (MCH-213 C, Rev. 10/91), asrequired by the Code of Virginia§ 22.1-271.2,
| mmuni zation requirements.

Copy of Forms. See Appendix D for a copy of the following forms:

¢ School Entrance Physical Examination and Immunization Certification (MCH-213 C,
Rev. 10/91).

¢ School Entrance Health Form: Health Information Form/ Comprehensive Physical
Examination Report / Certification of Immunization (MCH-213 D, Rev. 1/99).
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School Entrance Physical Examination Requirements

Authorization

Code of Virginia, Section 22.1-270, Preschool Physical Examinations, A. - H. The
Code of Virginia requires that no pupil shall be admitted for the first time to any public
kindergarten or elementary school in a school division unless such pupil shall furnish,
prior to admission, (i) areport from a qualified licensed physician of a comprehensive
physical examination of a scope prescribed by the State Health Commissioner performed
no earlier than 12 months prior to the date such pupil first enters such public kindergarten
or elementary school or (ii) records establishing that such pupil furnished such report
upon prior admission to another school or school division and providing the information
contained in such report. Such physical examination shall not be required of any child
whose parent or guardian shall object on religious grounds and who shows no visual
evidence of sickness, provided that such parent or guardian shall state in writing that, to
the best of his knowledge, such child isin good health and free from any communicable
or contagious disease.

Excerpt: See Appendix A for Code of Virginia § 22.1-270. A. -H.

Notes: The term “elementary school” is not defined by the Code of Virginia, § 22.1-270,
for the purpose of the school entrance physical examination. However, Regulations
Establishing Sandards for Accrediting Public Schoolsin Virginia, (8VAC 20-131-10
et.seq.), Virginia Department of Education, (adopted by the Board of Education,
September 1997) refers to schools with grades K-5 as elementary schools, grades 6 to 8
as middle schools, and grades 9 to 12 as secondary schools.

SUPT. MEMO. SUPTS. MEMO. No. 21, January 29, 1993, Subject: Legally
Permissible Activities of Licensed Nurse Practitioners. (See Appendix A for copy of
SUPTS. MEMO.)

Excerpt:

The attached letter from the Virginia Commissioner of Health
contains information about [December 10, 1992] legally
permissible activities of licensed nurse practitioners under the
regulations of the state Boards of Medicine and Nursing.

For example, LNPs may substitute for licensed physicians in such matters

as the routine physical examinations required for school entrance,

participation in sports, and eligibility for other services such as

homebound instruction for pregnant students.
HEALTH COMMISSIONER LETTER. Letter from State Health Commission to
Superintendent of Public Instruction, December 10, 1992: Licensed Nurse Practitioners.
(See Appendix A for copy of State Health Commissioner’s L etter.)
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Excerpt:

The Virginia Department of Health interprets the code section
22.1-270 that requires the report of a preschool physical
examination signed by a “ qualified licensed physician” allows the
report to be signed by a LNP [licensed nurse practitioner].

Overview

A periodic physical examination is critically important for all children and adolescents
and especially for those children who do not have primary care providers and ongoing
monitoring of their growth and development. The physical examination is crucial for
preventive, diagnostic, or corrective purposes. The objectives of a physical examination
areto understand and follow up on health conditions that may adversely affect the
student’ s well-being and ability to learn. Whileit is understood that the primary
responsibility for a student’ s health care rests with the family, the school is responsible
for the safety and well-being of students while they are in the school setting. Therefore,
the family and the schools are in a partnership when it comes to the physical well-being
of achild entrusted to the school division. Adequate and appropriate follow-up
intervention is necessary to ensure that all school children have a periodic physical
examination.

Recommendation

Procedur e and Personnel. In some cases the physical examination may be performed at
school. Physical examinations completed in school should be done in the presence of a
third person (usually the school nurse), in a private setting, and with sufficient time
allotted for an appraisal of both physical and mental health. Line-up examinations are
inappropriate because they are insensitive to the individual’ s right to privacy and
confidentiality.

Parents should be present, if possible. If the parent is present at the time of the physical
examination, they should be apprised of al findings concerning the child’s growth and
development and the findings of the health appraisal. When the parent is not present
written notification of the health care provider’ s findings is necessary.

Referral and Follow-Up Process. Any issues noted during the physical examination
may require referral or follow-up activities. The school nurse should:

¢ Review the completed school entrance physical examination report.
¢ |dentify health issues.

¢ Provide appropriate referrals and follow-up interventions.
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¢

Collaborate with parents and appropriate health care providers to ensure linkages
between the school home and community.

Documentation.

School Entrance Physical Examination Form. The following forms constitute the
“scope” of acomprehensive physical examination prescribed by the State Health
Commission. (See Code of Virginia, § 22.1-270, A. -H.)

¢

School Entrance Physical Examination and Immunization Certification: Part 11 —
Certification of School Health Examination (MCH-213 C, Rev. 10/91).

School Entrance Health Form: Part 11 — Comprehensive Physical Examination Report
(MCH-213 D, Rev. 1/99).

Note: The School Entrance Health Form (MCH-213 D, Rev. 1/99) should be used beginning
with school year 1999-2000, as the form becomes available.

New Form: School Entrance Health Form (M CH-213 D). At the time of development of this
manual, the School Entrance Physical Examination and Immunization Certification form (MCH-
213 C, Rev. 10/91) was being revised. The revised form, entitled School Entrance Health Form
(MCH-213 D, Rev. 1/99), isto be for school year 1999-2000—when the form becomes
available—for health information, comprehensive physical examination, and immunization
reporting requirements as required by the Code of Virginia. The following isasummary of the
revised form (MCH-213 D, Rev. 1/99).

¢

Part | - Health Information Form

Replaces Health Information Form (HPE-h12 12/83), as required by the Code of
Virginia 8 22.1-270, |, Preschool physical examinations.

Part |1 — Comprehensive Physical Examination Report

Replaces School Entrance Physical Examination and Immunization Certification—
Part | and Part 1l (MCH-213 C, Rev. 10/91), asrequired by the Code of Virginia
§22.1-270, A—H, Preschool physical examinations.

Part |11 — Certification of | mmunization

Replaces the School Entrance Physical Examination and |mmunization
Certification—Part I11 (MCH-213 C, Rev. 10/91), asrequired by the Code of Virginia
§ 22.1-271.2, Immunization requirements.

Copy of Forms. See Appendix D for a copy of the following forms:

¢ School Entrance Physical Examination and Immunization Certification (MCH-213 C,
Rev. 10/91).
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¢ School Entrance Health Form: Health Information Form / Comprehensive Physical
Examination Report / Certification of Immunization (MCH-213 D, Rev. 1/99).
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Immunization Requirements

Authorization

Code of Virginia, Section 22.1-271.2, Immunization Requirements. The Code of
Virginia requires that no student shall be admitted by a school unless at the time of
admission the student or his parent or guardian submits documentary proof of
immunization to the admitting official of the school or unless the student is exempted
from immunization pursuant to subsection C.

Excerpt: See Appendix A for Code of Virginia, 8 22.1-271.2, A. - G.

Code of Virginia, Section 22.1-271.1, Definitions (for |mmunization Requirements).
The Code of Virginia, for the purpose of § 22.1-271.2, defines the following terms:
“admit” or “admission,” “admitting official,” “documentary proof,” “student,”
“immunized” or “immunization,” and “school.”

Excerpt: See Appendix A for Code of Virginia § 22.1-271.1.

Code of Virginia, Section 32.1-46, Immunization of Children Against Certain
Diseases; Authority to Share Immunization Records.

Excerpt: See Appendix A for Code of Virginia § 32.1-46.

Code of Virginia, Section 32.1-47, Exclusion From School of Children Not
I mmunized.

Excerpt: See Appendix A for Code of Virginia § 32.1-47.

Minimum Requirements

Commonwealth of Virginia, State Board of Health: Regulationsfor the |mmunization
of School Children, Virginia Department of Health, Bureau of Immunization, August 1,
1995, defines immunization requirements for students attending school.

The Code of Virginia, §22.1-271.2, mandates the immunization requirements for all
children attending school and licensed day carein Virginia. Section 3.00 of the Rules
and Regulations for the Immunization of School Children * details the minimum
immunization requirements outlined by the State Board of Health for school attendance.
(See the Appendix A for copy of this schedule)

% Virginia Department of Health, Bureau of Immunizations. (1995). Commonwealth of Virginia, Sate
Board of Health: Regulations for Immunizations of School Children. Richmond, Va.: Author.
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The Code of Virginia, 8 32.1-46, currently requires students to be vaccinated against
polio, diphtheria, tetanus, pertussis, measles, mumps, rubella, hepatitis B (for children
born on or after January 1, 1994), and Haemophilus influenzae type B (for children
through 30 months of age). |mmunization requirements are revised periodically to reflect
the most recent recommendations of the Advisory Committee on Immunization Practices
(ACIP) and the American Academy of Pediatrics (AAP). The regulationsfor Virginia
are revised as needed in accordance with these recommendations. The Virginia
Department of Health, Division of Immunization, can provide the most current
recommendations. (See Appendix A for the Recommended Childhood |mmunization
Schedule, United States, January-December 1998 approved by the Advisory Committee
of Immunization Practices [ACIP], the American Academy of Pediatrics [AAP], and the
American Academy of Family Physicians[AAFP].)

Note. New legidation effective July 1, 1999:

¢ Varicella. Students born on or after January 1, 1997 are required to receive
immunization against varicella zoster (chicken pox), not earlier than 12 months of
age. Students who have evidence of immunity as demonstrated by |aboratory
confirmation of immunity or areliable medical history of the disease are exempt from
the requirement.

¢ HepatitisB for sixth graders. Beginning July 1, 2001, all children who have not
received three doses of hepatitis B vaccine will be required to receive such
immunization prior to entering the 6" grade.

Exceptions

The Code of Virginia, §22.1-271.2, provides for exemptions from immunization
requirements for religious and medical reasons, responsibilities of admitting officials to
insure the immunization status of students, for the exclusion of students who are not in
compliance with the immunization requirements, and responsibilities related to
documentation of immunizations.

Medical Exemptions. Medical exemptions are issued for a child with amedical
contraindication to one or more vaccines. The parent or guardian must present a
statement on the MCH-213 form from alicensed health professional or local health
department official that the physical condition of the child is such that the administration
of one or more of the required immunizing agents is contraindicated and whether the
condition is permanent or temporary.

Religious Exemptions. Religious exemptions are issued to a child’ s parent/guardian by
signing the Certificate of Religious Exemption form (Form CRE-1), an affidavit which
must be notarized. |f the parent maintains the need to continue the religious exemption
during a documented school health emergency, the student will be excluded from school
for his or her protection until the emergency is concluded.
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Recommendation

Procedur e and Personnel. To assure immunization compliance in assigned school(s),
the school nurse should:

¢ Establish a system of documenting immunization compliance on the School Health
Record.

¢ Issue special exemptions as the principal’s designated official. To accomplish this,
the school nurse should:

I ssue special exemption certificates.

Maintain tickler file on all special exemption certificates issued.
Monitor status to assure legal compliance with the immunization law.
Document status on receipt of valid Certificate of Immunization.

Report to principal any students who fail to provide required documentation
and must be suspended from school until this requirement is met.

o s~ owbNRE

¢ Maintain liaison with state health department immunization representative.

Referral and Follow-Up Process. Representatives of the Virginia Department of Health
are authorized to audit school records to insure compliance with the regulation. (A
minimum of 10 percent of the state’'s public schools are selected from a random sample
for annual audit.) However, local health department staff will be conducting record
reviews for a statistically valid local immunization audit.

Recommended Childhood mmunization Schedule. Please see Appendix A for a copy
of the following publication, which has been approved by the Advisory Committee of
Immunization Practices (ACIP), the American Academy of Pediatrics (AAP), and the
American Academy of Family Physicians (AAFP).

¢ Recommended Childhood Immunization Schedule, United States, January-December
1998, approved by ACIP, AAP, and AAFP.

Consultation and Technical Assistance. Although these guidelines are designed to
cover most situations, school personnel need to refer to the most recent edition of
Commonwealth of Virginia, Sate Board of Health: Regulations for the |mmunization of
School Children, Virginia Department of Health, Division of Immunization, to ensure
that all students attending any public, private, or parochial school and all attendees of
licensed child care centersin the Commonwealth are adequately immunized and
protected against diphtheria, pertussis, tetanus, poliomyelitis, rubeola, rubella, mumps,
haemophilus influenzae type B, hepatitis B disease, and varicella (all students born on or
after 1/1/97), as appropriate for the age of the student. In addition, school personnel may
contact either their local health department or the Virginia Department of Health,
Division of Immunization, (804) 786-6246, for further consultation or technical
assistance.
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Documentation

Recor ding Requirement. Every school must record each student’s immunizations on
the school immunization record, which is provided by the Virginia Department of Health
and which must be made part of the mandatory permanent student record. (See Code of
Virginia, § 22.1-272.2, E.)

Proof of Immunization. “Documentary proof” of immunization includes any of the
following appropriately completed forms. (See Commonwealth of Virginia, State Board
of Health: Regulations for the Immunization of School Children, Virginia Department of
Health, Bureau of Immunization, August 1, 1995.)

¢ Form MCH-213C (Part [11—Certificate of Immunization) or a computer-generated
facsimile of Form MCH-213C signed by a physician or his designee or an official of
alocal health department.

¢ The MCH-213C SUPPLEMENT indicating the dates of administration of the
required vaccine is acceptable in lieu of recording these dates on Form MCH-213C
(Part 111—Certificate of Immunization) signed by a physician or his designee or an
officia of alocal health department, as long as the supplement is attached to Form
MCH-213C and the remainder of Form MCH-213C (Parts I-11) has been
appropriately completed.

¢ For anew student transferring from an out-of-state school, any immunization record,
which contains the exact date (month/day/year) of administration of each of the
required does of vaccine when indicated and complies fully with the requirements
prescribed under Section 3.1 of the Regulations for the Immunization of School
Children are acceptable. Questions regarding records should be directed to the local
health department.

¢ School Entrance Health Form: Part |11 — Certification of Immunization (MCH-213 D,
Rev. 1/99).

Note: The School Entrance Health Form (MCH-213 D, Rev. 1/99) should be used
beginning with school year 1999-2000, as the form becomes available.

New Form: School Entrance Health Form (M CH-213 D). At the time of development of this
manual, the School Entrance Physical Examination and Immunization Certification form (MCH-
213 C, Rev. 10/91) was being revised. The revised form, entitled School Entrance Health Form
(MCH-213 D, Rev. 1/99), isto be for school year 1999-2000—when the form becomes
available—for health information, comprehensive physical examination, and immunization
reporting requirements as required by the Code of Virginia. The following isasummary of the
revised form (MCH-213 D, Rev. 1/99).

¢ Part| —Health Information Form

Replaces Health Information Form (HPE-h12 12/83), as required by the Code of
Virginia § 22.1-270, |, Preschool physical examinations.
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¢ Part Il —Comprehensive Physical Examination Report

Replaces School Entrance Physical Examination and Immunization Certification—
Part | and Part Il (MCH-213 C, Rev. 10/91), asrequired by the Code of Virginia
§22.1-270, A—H, Preschool physical examinations.

¢ Partlll —Certification of | mmunization

Replaces the School Entrance Physical Examination and Immunization
Certification—Part 111 (MCH-213 C, Rev. 10/91), asrequired by the Code of Virginia
§22.1-271.2, Immunization requirements.

Reporting Requirement. Within 30 calendar days after the beginning of each school
year or entrance of a student, each school admitting official must file an immunization
summary report with the local health department, using the most recent edition of the
Student |mmunization Status Report form (Form SIS-1). (See Code of Virginia, § 22.1-
272.2E.)

Compliance. Officialsfrom the Virginia Department of Health and local health
departments are authorized to inspect school immunization records. (A minimum of 10
percent of the state’ s public schoolsis selected from a random sample for annual audit.)
(See Code of Virginia §22.1-272.2 E.) However, local health department staff will be
conducting record reviews for a statistically valid local immunization audit.

Copy of Forms. See Appendix D for a copy of the following forms:

¢ School Entrance Physical Examination and Immunization Certification form (MCH-
213C).

¢ School Entrance Health Form: Health Information Form/Comprehensive Physical
Examination Report/Certification of Immunization (MCH-213 D, Rev. 1/99).

¢ Immunization Record, Virginia Department of Health (M CH-213C-Supplement).
¢ Certificate of Religious Exemption, Commonwealth of Virginia (CRE-1).
¢ Student Immunization Status Report (Form SIS-1).

Athletic Pre-Participation Physical Examination
Requirements

Authorization

Virginia High School League, Inc. (VHSL). The VHSL requiresthat al high school
students complete a pre-participation physical examination in order to be eligible to
compete in avarsity sport. The purpose of this examination isto identify a student at risk
for injury while participating in competitive sports and to update the medical information
in the student’ s record previously provided by the parent/guardian.
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A separate examination and certification are required for each high school year and are
valid from May 1 of the current year through June 30 of the succeeding year. The
completed form must be on file in the Office of the Principal. The Medical Advisory
Board of VHSL, Inc. isresponsible for updating the Athletic Participation/Parental
Consent/Physical Examination Form as needed in order to remain consistent with the
most recent recommendations and guidelines pertaining to the health and well-being of
adolescents.

Separate jurisdictions may choose to require middle school athletes participating in
competitive sports, other than intra-mural sports, to submit a pre-participation physical.
However, thisis not a state requirement and is left up to the discretion of the particul ar
locality. Middle schools that choose to require physical examinations may use this form
or provide another form developed by the health care providers of their choice.

Recommendation

Procedure and Personnel. The athletic physical assessment is best performed by the
student’s primary health care provider. Studies indicate that about 80 percent of high
school athletes undergoing sports pre-participation assessments had no other health
assessments during the school year. Therefore, students should be encouraged to have
this evaluation performed by their health care provider where the assessment can be
integrated with other age-appropriate anticipatory guidance and screening. The pre-
participation assessment should best occur four weeks before the beginning of the athletic
season so that previous injuries can be identified in time so they can be treated with a
rehabilitation program to prevent injury.

Referral and Follow-Up Process. The completed forms should be reviewed by the

school nurse or other health professional to clarify questionable health information. The
school nurse should track such referrals and collaborate with parents.

Documentation
Athletic Pre-Participation Physical Examination.
¢ Completed Athletic Participation Parental Consent Physical Examination Form.

Copy of Form. See Appendix D for acopy of the most recent Athletic Participation
Parental Consent Physical Examination Form.

Resources

Virginia Department of Health and Virginia Department of Education. (1992). Virginia
School Health Guidelines. Richmond, Va.: Author.
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Massachusetts Department of Public Health. (1995). Comprehensive School Health
Manual. Boston, Mass.: Author.

American Academy of Pediatrics (1994). Policy Statement. Medical Conditions
Affecting Sports Participation (RE9432). Pediatrics, 94 (5), pp. 757-760.

Merenstein, G.B. (1997). Handbook of Pediatrics, 18" ed. (pp. 685-707). Stanford,
Conn.: Appleton & Lange.

Virginia High School League, Inc. (1995-96.) Virginia High School League Inc.,
Handbook. Charlottesville, Va.: Author.
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Vocational/Technical Medical Assessment

Authorization

Vocational Program Health Requirements. Certain vocational training programs may
have health requirements that were established to minimize transmission of
communicable disease in the work setting.

The following list provides examples of what might be required for some vocational
programs.

Vocational Program Health Requirements

Program Health Requirements Resour ces
Cosmetol ogy Annual tuberculin skin test Health Department
Private Physician
Licensed Practical Nursing Annual tuberculin skin test Health Department
Emergency Medical Hepatitis B vaccine Private Physician
Technical Tetanus vaccine
Horticulture Tetanus vaccine Health Department
Private Physician
Dental Assistant Annual tuberculin skin test Health Department
Hepatitis B vaccine Private Physician

Tetanus vaccine

Recommendation

Procedur e and Personnel. Each school division should ascertain the requirements for its
own vocational programs; students should be counsel ed about these requirements and
available community resources for meeting them.

Referral and Follow-Up Process. The completed forms should be reviewed by the
school nurse or other health professional to clarify questionable health information. The
school nurse should track such referrals and collaborate with parents.

Record Keeping and Documentation. It isrecommended that documentation of
counseling be maintained in the student’ sfile.



174

Population-Based Screening Programs

Introduction. Population-based screening for health problems, an important component
of a school health program, is designed to detect previously unrecognized conditions or
pre-clinical illnesses as early as possible in order to provide early intervention and
remediation and limit potential disability and negative impact on scholastic performance.
The following guidelines are applicable to any screening program in either the school or
community.

Assessment. The scope and nature of a screening program should be based on the
documented health needs of the population served. These needs may have been identified
by a state agency and may be mandated by statute or regulation, or they may be identified
by local school or community health personnel, parents, students, or educators. Decisions
should be based on the definition of the target population that is at risk for developing an
illness or condition that is not likely to be detected unless the screening program is
offered.

Planning. Careful planning is the key to an effective screening program. The time
invested at the planning stage will make implementation easier and more accurate. The
school nurse should play a major role in the planning phase and will need to spend the
required time to develop a successful program. The following activities and/or decisions
should be addressed during the planning phase:

¢ Determine the purpose of the screening program.

¢ Define the population to be screened.

¢ Decide which screening procedure or test to use.

¢ Ensure that adequate resources are available for equipment and supplies; staff
training; and staff time to conduct tests and retests, record results, interpret them to
students and families, and conduct follow-up interventions.

¢ Determinereferral criteria

¢ Coallaborate with members of the school health team, including community health
providers, regarding the following issues: criteria used for referral for diagnosis and
treatment, decisions regarding who will be treated, and what resources are available
for follow-up interventions, especially for those who are uninsured.

¢ Plan the mechanics of the actual screening program, including determination of time
required for screening, and designating screening personnel role responsibilities.

¢ Decide how to include content regarding the disease or condition and screening
procedure into the health education curriculum
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¢

Determine how to evaluate and report the results of the screening program.

I mplementation. Implementation begins with the training of the screening personnel or
arranging for training of staff (school nurses, health aides, physical education teachers,
volunteers, and so forth). It encompasses the following steps as well:

¢

¢

¢

¢

Order supplies.

Ensure that the equipment isin good working order (e.g., audiometer,
sphygmomanometer, or reflotron calibrated recently).

Notify parents of screening.
Recruit, orient, and train personnel and/or volunteers, if used.
Arrange for space that is appropriate, quiet, and private.

Perform the actual screening as planned. Document all test results on student health
records.

Re-screen students with borderline or questionable results (school nurse usually does
this).

Refer for follow-up care all those who fail to meet the criteria.
Notify parent or guardian by letter and telephone call if appropriate.
Notify medical provider by letter, usualy via parent or guardian.

Obtain reports from the medical provider or other related professionals, such as
audiologists or optometrists regarding diagnosis, treatment, and follow-up care.

Continue contact with parents or guardians, including home visits or telephone calls,
until follow-up care is achieved.

Communicate as needed with educational staff. Ensure confidential data handling.

Attach follow-up medical reports to the health record.

Evaluation. Use evaluative outcome criteria that focus on the results of the program,
measure behaviors, and give dates by which behaviors occur. Tally test data by grade;
compare results to expected results based on national or state data. Finally, compare
completed referrals to a set goal (e.g., “95% of referrals will be completed”). Work
toward increasing the percentage of completed referrals.

Effective screening programs are likely to identify health problems that otherwise would
not be identified until alater date, when treatment is less effective or more costly.
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Screening does not substitute for a diagnostic evaluation. In addition, screening is useless
if appropriate referral and follow-up care are not carried out effectively. Following upis

acritical step at which early diagnosis and prompt treatment can effect remediation of the
problem before it becomes a disability and/or more costly to treat. Screening and follow-
up interventions are essential roles of the school health program.

Waiver Procedure. Waiversfor some types of screening are available in order to make

local school health programs more relevant to the community. Contact local school
division for procedures and waiver requests.

Subsections

The following subsections identify and explain traditional student population health
assessments that are typically used by health care providersin the school environment.

¢ Blood Pressure Screening
¢ Denta Screening and Oral Health

¢ Early Periodic Screening and Diagnosis and Treatment (EPSDT) Program and
Medicaid/CMSIP

¢ Fine/Gross Motor Screening

¢ Hearing Screening

¢ Height and Weight Screening

¢ Scoliosis Screening

¢ Speech and Language Screening

¢ Vision Screening
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Blood Pressure Screening

Authorization

No Specific Legal Mandate. Thereis no specific legal mandate to provide blood
pressure screening. Blood pressure measurement should be included in the physical
examination as part of the continuing care of the child, not as an isolated screening
procedure. The school entry physical examination and the yearly athletic physical for
high school athletes require documentation of a student’s blood pressure.

Overview

Blood pressure assessment provides a physiological indicator of cardiovascular status.
Hypertension (higher than normal blood pressure) in children is defined as persistent
blood pressure elevation that is at or above the blood pressure of 95 percent of children at
the same age and sex on initial screening. The detection of high blood pressure during
childhood is of potentia value in identifying those children who are at increased risk of
primary hypertension (hypertension that devel ops without apparent cause) as adults and
who might benefit from earlier intervention and follow-up care. For many children less
than 10 years of age, there is an identifiable cause (secondary hypertension) that can be
successfully treated. Older children and adolescents are more like to have primary
hypertension. Early identification of children with elevated blood pressures may make it
possible to halt the hypertensive process and the development of complications. Proper
diet, regular exercise, and avoidance of smoking are important in helping to maintain
normal blood pressure.

The American Academy of Pediatrics (AAP) recommends blood pressure measurements
annually in children between 3 and 6 years of age and every 2 years thereafter. The
American Medical Association (AMA) recommends blood pressure measurements
annually during adolescence.

Recommendation

Procedure and Personnel. Trained health care personnel should follow standard
practices for procedures for measuring blood pressure. To obtain an accurate
measurement the cuff must cover two-thirds of the child’sarm. Interpretation of the
measurement is made by consulting a table of normative pressures for the child’' s age.
Elevated readings should be confirmed on at least two separate occasions and the average
computed.



178

National High Blood Pressure Education Program Working Group on Hypertension
Control in Children and Adolescents published percentiles ® and suggested the following
classification of hypertension by age group, gender, and percentile of height.

Blood Pressure Levelsfor the 90th and 95th Per centiles of Blood Pressure for BoysAged 1to 17 Years by
Per centiles of Height

Age | Blood Systolic Blood Pressure by Percentile of Height and Diastolic Blood Pressure by Percentile of Height
Y Pressure mmHg T and mm Hg t
Percentile* | 5% [ 10% | 25% | 50% | 75% | 90% [ 95% | 5% [ 10% [ 25% [ 50% [ 75% | 90% [ 95%
1 90th 94 |95 |97 |98 |100 | 102 | 102 |50 |51 |52 |53 |54 |54 |55
95th 98 |99 |101 | 102 106 | 106 |55 |55 |5 |57 |58 |59 |59
104
2 90th 98 |99 |100|102 | 104 | 105 | 106 |55 |55 |5 |57 |58 |59 |59
95th 101 | 102 | 104 | 106 | 108 | 109 | 110 |59 |59 |60 |61 |62 |63 |63
3 90th 100 | 101 | 103 | 105 | 107 | 108 | 109 | 59 |59 |60 |61 |62 |63 |63
95th 104 | 105 | 107 | 109 | 111 | 112 | 113 |63 |63 |64 |65 |66 |67 |67
4 90th 102 | 103 | 105 | 107 | 109 | 110 | 111 |62 |62 |63 |64 |65 |66 |66
95th 106 | 107 | 109 | 111 | 113 | 114 | 11566 |67 |67 |68 |69 |70 |71
5 90th 104 | 105 | 106 | 108 | 110 | 112 | 112 |65 |65 |66 |67 |68 |69 |69
95th 108 | 109 | 110 | 112 | 114 | 115|116 |69 |70 |70 |71 |72 |73 |74
6 90th 105 | 106 | 108 | 110 | 111 | 113 | 114 |67 |68 |69 |70 (70 |71 |72
95th 109 | 110 | 112 | 114 | 115 | 117 | 117 |72 |72 |73 |74 |75 |76 |76
7 90th 106 | 107 | 109 | 111 | 113 | 114 | 115|169 |70 |71 |72 |72 |73 |74
95th 110 | 111 | 113 | 115 | 116 | 118 | 119 |74 |74 |75 |76 |77 |78 |78
8 90th 107 | 108 | 110 | 112 | 114 (115 |16 |71 |71 |72 |73 |74 |75 |75
95th 111 | 112 | 114 | 116 | 118 | 119 | 120 |75 |76 |76 |77 |78 |79 |80
9 90th 109 | 110 | 112 | 113 | 115 | 117 | 117 |72 |73 |73 |74 |75 |76 |77
95th 113 | 114 | 116 | 117 | 119 | 121 |121 |76 |77 |78 |79 |80 |80 |81
10 | 90th 110 | 112 | 113 | 115 | 117 | 118 | 119 |73 |74 |74 |75 |76 |77 |78
95th 114 | 115 | 117 | 119 | 121 | 122 | 123 |77 |78 |79 |80 |80 |81 |82
11 | 90th 112 | 113 | 115 | 117 | 119 | 120 | 121 |74 |74 |75 |76 |77 |78 |78
95th 116 | 117 | 119 | 121 | 123 | 124 | 12578 |79 |79 |80 |81 |8 |83
12 | 90th 115 | 116 | 117 | 119 | 121 | 123 | 123 |75 |75 |76 |77 |78 |78 |79
95th 119 | 120 | 121 | 123 | 125 | 126 | 127 |79 |79 |80 |81 |82 |83 |83
13 | 90th 117 | 118 | 120 | 122 | 124 | 125 | 126 | /5 |76 |76 |77 |78 |79 |80
95th 121 | 122 | 124 | 126 | 128 | 129 [ 130 |79 |80 |81 |82 |83 |8 |84
14 | 90th 120 | 121 | 123 | 125 | 126 | 128 | 128 |76 |76 |77 |78 |79 |80 |80
95th 124 | 125 | 127 | 128 | 130 | 132 | 132 |80 |81 |81 |8 |83 |84 |85
15 | 90th 123 | 124 | 125 | 127 | 129 | 131 | 131 |77 |77 |78 |79 |80 |81 |81
95th 127 | 128 | 129 | 131 | 133 | 134 | 13581 |82 |83 |83 |84 |8 |86
16 | 90th 125 | 126 | 128 | 130 | 132 | 133 | 134 |79 |79 |80 |81 |82 |82 |83
95th 129 | 130 | 132 | 134 | 136 | 137 | 138 |83 |83 |84 |8 |8 |87 |87
17 | 90th 128 {129 | 131 | 133 | 134 | 136 | 136 |81 (81 |82 |83 (84 |8 |85
95th 132 | 133 | 135 | 136 | 138 | 140 | 140 |85 |85 |8 |87 |88 |89 |89

* Blood pressure percentile determined by a single measurement.
T Height percentile determined by standard growth curves.

® National High Blood Pressure Education Program Working Group on Hypertension Control in Children
and Adolescents. (1996). Update on the 1987 Task Force Report on High Blood Pressure in Children and
Adolescents: A Working Group Report from the National High Blood Pressure Education Program.
Pediatrics, 98(4), pp. 649-658.
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Blood Pressure Levelsfor the 90th and 95th Per centiles of Blood Pressurefor GirlsAged 1to 17 Years by
Per centiles of Height

Age | Blood Systolic Blood Pressure by Percentile of Height and Diastolic Blood Pressure by Percentile of Height
Y Pressure mm Hg T and mm Hg t
Percentile* | 5% | 10% | 25% | 50% | 75% | 90% | 95% [ 5% | 10% | 25% [ 50% | 75% | 90% | 95%
1 90th 97 98 99 100 | 102 | 103 | 104 | 53 53 53 54 55 56 56
95th 101 | 102 | 103 | 104 107 | 107 | 57 57 57 58 59 60 60
105
2 90th 99 99 100 | 102 | 103 | 104 | 105 | 57 57 58 58 59 60 61
95th 102 | 103 | 104 | 105 | 107 | 108 | 109 | 61 61 62 62 63 64 65
3 90th 100 | 100 | 102 | 103 | 104 | 105 | 106 | 61 61 61 62 63 63 64
95th 104 | 104 | 105 | 107 | 108 | 109 | 110 | 65 65 65 66 67 67 68
4 90th 101 | 102 | 103 | 104 | 106 | 107 | 108 | 63 63 64 65 65 66 67
95th 105 | 106 | 107 | 108 | 109 | 111 | 111 | 67 67 68 69 69 70 71
5 90th 103 | 103 | 104 | 106 | 107 | 108 | 109 | 65 66 66 67 68 68 69
95th 107 | 107 | 108 | 110 | 111 | 112 | 113 | 69 70 70 71 72 72 73
6 90th 104 | 105 | 106 | 107 | 109 | 110 | 111 | 67 67 68 69 69 70 71
95th 108 | 109 | 110 | 111 | 112 | 114 | 114 | 71 71 72 73 73 74 75
7 90th 106 | 107 | 108 | 109 | 110 | 112 | 112 | 69 69 69 70 71 72 72
95th 110 | 110 | 112 | 113 | 114 | 115 | 116 | 73 73 73 74 75 76 76
8 90th 108 | 109 | 110 | 111 | 112 | 113 | 114 | 70 70 71 71 72 73 74
95th 112 | 112 | 113 | 115 | 116 | 117 | 118 | 74 74 75 75 76 77 78
9 90th 110 | 110 | 112 | 113 | 114 | 115|116 | 71 72 72 73 74 74 75
95th 114 | 114 | 115 | 117 | 118 | 119 | 120 | 75 76 76 77 78 78 79
10 90th 112 | 112 | 114 | 115 | 116 | 117 | 118 | 73 73 73 74 75 76 76
95th 116 | 116 | 117 | 119 | 120 | 121 | 122 | 77 77 77 78 79 80 80
11 90th 114 | 114 | 116 | 117 | 118 | 119 | 120 | 74 74 75 75 76 7 7
95th 118 | 118 | 119 | 121 | 122 | 123 | 124 | 78 78 79 79 80 81 81
12 90th 116 | 116 | 118 | 119 | 120 | 121 | 122 | 75 75 76 76 7 78 78
95th 120 | 120 | 121 | 123 | 124 | 125 | 126 | 79 79 80 80 81 82 82
13 90th 118 | 118 | 119 | 121 | 122 | 123 | 124 | 76 76 77 78 78 79 80
95th 121 | 122 | 123 | 125 | 126 | 127 | 128 | 80 80 81 82 82 83 84
14 90th 119 | 120 | 121 | 122 | 124 | 125 | 126 | 77 7 78 79 79 80 81
95th 123 | 124 | 125 | 126 | 128 | 129 | 130 | 81 81 82 83 83 84 85
15 90th 121 | 121 | 122 | 124 | 125 | 126 | 127 | 78 78 79 79 80 81 82
95th 124 | 125 | 126 | 128 | 129 | 130 | 131 | 82 82 83 83 84 85 86
16 90th 122 | 122 | 123 | 125 | 126 | 127 | 128 | 79 79 79 80 81 82 82
95th 125 | 126 | 127 | 128 | 130 | 131 | 132 | 83 83 83 84 85 86 86
17 90th 122 | 123 | 124 | 125 | 126 | 128 | 128 | 79 79 79 80 81 82 82
95th 126 | 126 | 127 | 129 | 130 | 131 | 132 | 83 83 83 84 85 86 86

* Blood pressure percentile determined by a single measurement.
T Height percentile determined by standard growth curves.

Referral and Follow-Up Process. All children with blood pressure readings

inconsistent with norms for their age, weight, sex, and height should be referred to their
health care provider for follow-up care. Every attempt should be made by school health

personnel to work with parents, encouraging follow-up care with their health care

provider and getting feedback on any changes that the health care provider recommends,

in order that school personnel can make the appropriate educational adjustments.

If astudent has been identified as having blood pressure measurements that are of

concern to their health care provider, the school nurse should work closely with the
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student’ s teachers in order to ensure any necessary adjustments are made in the
classroom to provide the child with an optimum learning experience.

Documentation

Recor ding Recommendation. A record of the blood pressure screening of each student
can be kept by recording the results on the following form:

¢ Cumulative Health Record (Form LF.009).
Copy of Forms. See Appendix D for a copy of the following form:

¢ Cumulative Health Record (Form LF.009).
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Dental Screening and Oral Health

Authorization

No Specific Mandate. Thereis not a specific mandate for dental screening in Virginia.

Overview

Dental screening is an opportunity to detect early dental or oral health problemsin
children. Screening is not areplacement for a complete examination in adentist’s office.
However, dental screening can be an important component of an oral health program and
an important element of a school health program.

Oral healthisacritical aspect of an individual’s overall health, contributing to their
general wellness and affecting their quality of life. General physical health, appearance,
speech, and interpersonal relations are all impacted by an individual’s oral health.
Addressing such issues as oral hygiene, the quality of dental care, community water
fluoridation, and good nutrition and safety habits at a young age will help determine the
quality of a person’s oral health throughout their life.

The American Academy of Family Physicians (AAFP) and the American Academy of
Pediatrics (AAP) recommend that a child’ sfirst dental visit should occur at the age of 3,
with frequency of subsequent visits determined by the dentist. The American Academy
of Pediatric Dentistry, the American Society of Dentistry for Children, and the American
Dental Association recommend that a child’ sfirst dental visit should occur at 6 months of
age or when the first tooth erupts, whichever comes later, but no later than 1 year of age,
with the frequency of subsequent visits determined by the dentist.

Schools have a unigue opportunity to effect the oral/dental health of the community by
providing:

¢ Denta screening to all students.

¢ Dental hedth education, in an effort to create an awareness of the importance of good
dental health and well-balanced nutritious meals as part of the school food service.

In addition, by collaborating with the Virginia Department of Health, Division of Dental
Health, and local health departments, schools can help to ensure:

¢ Dental carefor children who might otherwise not receive treatment, such as fluoride
and sealants as determined by dental experts.

¢ Fuoridation of the public water supply.
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¢ Accessto services, such as consultation and in-service training for teachers, school
nurses, and interested community groups.

Children suffering with oral disease often are unable to concentrate on their school work.
They may be experiencing pain related to dental caries or infection and/or be unable to
chew, resulting in decreased nutrition. Both of these conditions can severely limit the
ability of achild to focus on school work. Additionally, poor oral health can result in a
speech defect, poor appearance, and permanent loss of teeth. Consequently, this
impairment of achild' s overall physical and emotional health can result in an inability to
achieve their academic and social potential.

Recommendation

A school health program should attempt to include:
¢ Dental screening.

¢ Dental health education.

¢ Referrals and follow-up care.

Dental Screening. If children are to maintain optimum oral health, they should have a
dental examination on aroutine basis. Ideally, the examination should be done in the
dentist’s office. If thisisnot possible, then less comprehensive inspections or screenings
can be done in the school setting. The screening should look for the presence of dental
caries (tooth decay), periodontal disease (inflammation of the gums and supporting
structures), malocclusion (irregularity of the teeth or jaw), and traumafrom oral injuries.

School nurses, using atongue blade and adequate illumination (e.g., penlight) can detect
tooth decay and gum problems (e.g., mild gingivitis). However, x-rays are necessary to
detect interproximal caries in the early stages. (Please see Appendix E for a copy of a
sample dental referral form.)

Referral and Follow-Up Process. All children with obvious dental caries, mild gum
disease, or complaint of oral pain related to possible infection or injury should be referred
to their dentist for a more complete examination. Every attempt should be made by
school health personnel to work with parents, encouraging follow-up care with the dentist
and getting feedback on any changes that the dentist recommends, in order that school
personnel can make the appropriate educational adjustments.

Teachers can play an important role in promoting good dental care and oral health. They
can identify children in the classroom who are in pain related to dental problems or a
child with a speech defect that may be related to a dental problem and possibly expedite a
referral. In addition, reinforcement of dental health education issues by teachers,
including good daily oral hygiene and good nutritional and safety habits, may contribute
to adecrease in the incidence of children with oral health problems.
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Dental Education. The schools can promote good oral health and prevent oral problems
by educating students and parents. Oral health education should focus on:

¢ Prevention of decay through proper methods of oral hygiene (e.g., brushing, flossing).
¢ Useof fluoride or fluoridated water.
¢ Good nutrition by restricting candy and soft drinks.

¢ Prohibiting the possession of tobacco products and providing information on the
dangers of all tobacco products, including chewing tobacco.

¢ Theimportance of using mouth-guards in organized high body contact sports. (The
National Collegiate Athletic Association has mandated use of mouth-guards for
football, hockey, men’slacrosse, and women'’s field hockey. Mouth-guards are
recommended for basketball and baseball because many orofacial injuries occur in
these sports.)

¢ Cautioning children about running, pushing, and shoving other children. (Fractures
of teeth frequently occur at drinking fountains as a result of these activities.)

¢ Thedangers of poorly designed school play equipment. (Schools and the community
should work closely to provide safe play equipment for all children.)

Resources. An effective dental screening and oral health education program require the
availability and use of resourcesin the community. Local health departments, the
Virginia Department of Medical Assistance Services, and the Virginia Department of
Health, Division of Dental Health, provide resources for the children in Virginia. The
following chart provides a summary of resources available from the health department
and other local and state agencies.

Dental Screening and Oral Health Education Programs

Program Resour ces Available
Health ¢ Many loca health departments provide dental care for pre-school and
Departments school-age children. Charges are on a sliding fee schedul e based on

family income. Children on free lunch are not charged.

¢ Denta personnel of thelocal health departments are an excellent
resource for consultation, in-service education, screenings, and dental
education in the schools.

Department of ¢ Denta careisavailable through private practitioners and the many
Medical local health departments for children eligible for Medicaid. Eligibility
Assistance is based on income and other factors determined by the local

Services department of social services. Not al dentists accept Medicaid.

Check with the dentist before referring children for care.

Virginia ¢ Fluoridation of Public Water Supply—This is the best method
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Dental Screening and Oral Health Education Programs

Program Resour ces Available
Department of available to prevent dental decay in acommunity. The Division will
Health, Division provide funds for any community with a population of more than 800

of Dental Health.

people to fluoridate the public water supply.

School Based Fluoride Mouthrinse Programs—This practice, for use
in rural areas without fluoridated water, is another excellent method
of reducing dental decay. Children rinse for 1 minute once aweek
with adiluted fluoride solution. The division will provide training
and supplies for the first year and fluoride rinse for subsequent years.
Targeted grades are K-6 for this prevention dental program.
Approximately 45 counties have schools participating in their
programs.

The division will provide consultation on oral health topics and will
provide in-service training for teachers and school nurses. Upon
request, educational materials are also available on alimited basis.

Dental Surveys and Screenings—The division will conduct dental
screenings and perform epidemiological surveysto determine the
dental needs of a school division in selected areas of the state.

For further information on any of these services or programs, please
contact the Virginia Department of Health, Division of Dental Health,
P.O. Box 2448, 1500 East Main Street, Room 136, Richmond, VA,
23218-2448, or call (804) 786-3556.

Local and State
Dental and Dentd
Hygiene Societies

Assistance may be obtained from local dental or dental hygiene
societies or the Virginia Dental Association. Please contact one of
the local dentist or hygienistsin your community for assistance.

Documentation

Recording Recommendation. A record of the dental screening of each student can be
kept by recording the results on the following form:

¢ Cumulative Health Record (Form LF.009).

Copy of Forms. See Appendix D for a copy of the following form:

¢ Cumulative Health Record (Form LF.009).
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Early and Periodic Screening, Diagnosis and Treatment
(EPSDT) and Medicaid/CMSIP

Overview

This subsection presents a brief summary of Medicaid and school health services,
including Early and Periodic Screening, Diagnostic and Treatment (EPSDT) and the
Virginia Children’s Medical Security Insurance Plan (CMSIP). The information isfrom
Medicaid and School Health: A Technical Assistance Guide, August 1997, Health Care
Financing Administration (HCFA)—the federa agency that administers the Medicare,
Medicaid, and Child Health Insurance Programs. Additional information isincluded
throughout this subsection following the word “ note.”

The purpose of the Technical Assistance Guideis to provide information and technical
assistance regarding the specific Federal Medicaid requirements associated with
implementing a school health services program and seeking Medicaid funding for school
health services. Because of the numerous types of school-based arrangementsin
existence throughout the country, in the guide, “school health and school-based services”
refers to any type of Medicaid-covered school-based health services provided by or
within a school system, whether in the school, through a school-based or school-linked
clinic or through the Individuals with Disabilities Education Act (IDEA).

For additional information and technical assistance regarding the specific federal
Medicaid requirements associated with implementing a school health services program
and seeking Medicaid funding for school health services, please refer to:

Medicaid and School Health: A Technical Assistance Guide, August 1997
U.S Department of Health and Human Services

Health Care Financing Administration

7400 Security Boulevard

Baltimore, MD 21244-1850

Web site: http://www.hcfa.gov/medicaid/schintro.htm

Medicaid

Overview. Medicaid is a jointly-funded, federal-state health insurance program for
certain low-income and needy people. It covers approximately 36 million individuals
including children, the aged, blind, and/or disabled, and people who are eligible to
receive federally assisted income maintenance payments.

According to Medicaid and School Health: A Technical Assistance Guide, August 1997,
HCFA, the Medicaid Program was authorized by Congress as part of the Social Security
Act Amendments of 1965 and became Title XIX of the Act. Medicaid is a health
insurance program for certain low-income families with children; aged, blind or disabled
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people on Supplemental Security Income; certain low-income pregnant women and
children; and people who have very high medical hills.

Medicaid is funded and administered through a state-federal partnership. Although there
are broad federal requirements for Medicaid, each state designs and administersits own
program, which creates substantial variation among state programs in terms of persons
covered, types and scope of benefits offered, and the amount of payments for services.
Sates have authority to:

¢ Establish eligibility standards.

¢ Determine what benefits and services to cover.

¢ Set payment rates.

Each state operates its Medicaid programin accordance with its Sate Plan for Medical
Assistance, a document that describes the state’ s basic eligibility, coverage,

reimbur sement and administrative policies. The State Plan must be approved by the
Health Care Financing Administration (HCFA), the federal agency that administers the
Medicaid program. HCFA administers the Medicaid program though 10 Regional
Offices located throughout the country. Each state’s Sate Plan is periodically updated
to reflect changesin state policy or to conform to new federal requirements.

Because states have flexibility in structuring their Medicaid programs, there are
variations from state to state. All states, however, must cover these basic services:
inpatient and outpatient hospital services; laboratory and X-ray services; skilled nursing
and home health services; doctors' services; family planning; and periodic health
checkups, diagnosis and treatment for children.

Medicaid and School Health Services. According to Medicaid and School Health: A
Technical Assistance Guide, August 1997, HCFA, school health services play an
important role in the health care of adolescents and children. Whether implemented for
children with special needs under the Individuals with Disabilities Education Act (IDEA),
or for routine preventive care, on-going primary care and treatment in the form of a
school-based or linked health clinic, school-centered programs are often able to provide
medical care efficiently and easily without extended absences from school. Recognizing
the important role school health services can play, the Medicaid program has been
supportive of school-centered health care as an effective method of providing accessto
essential medical careto eligible children.

There are, however, challenges in the collaboration between the Medicaid program and
the schools. Federal Medicaid requirements are complex and the implementation of
Medicaid varies by state. Because many schools are unaccustomed to these requirements
and the complexity of operating in the “ medical servicesworld,” understanding and
negotiating Medicaid in order to receive reimbursement often has the effect of placing a
considerable administrative burden on schools.

In order for Medicaid to reimburse for health services provided in the schools, the
services must be included among those listed in the Medicaid statute (section 1905(a) of
the Act) and included in the state’ s Medicaid plan or be available under the Early and
Periodic Screening, Diagnostic and Treatment benefit (EPSDT, described below). There
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is no benefit category in the Medicaid statute titled “school health services’ or “early
intervention services.” Consequently, a state must describe its school health servicesin
terms of the specific section 1905(a) services that will be provided. Except for services
furnished under EPSDT, a service must be specifically identified in the state’s Medicaid
plan to make Medicaid payment available for it.

I ssuesfor School Health Services Providersand Medicaid Managed Care. According
to Medicaid and School Health: A Technical Assistance Guide, August 1997, HCFA, the
pursuit of Medicaid reimbursement for school health servicesis complicated by the
recent growth in Medicaid managed care. A school provider who becomes accustomed
to the Medicaid rules under the “traditional” Medicaid fee-for-service practice may find
the system and accompanying requirements completely changed if a state decides to
move its beneficiaries into Medicaid managed care. Because a state that mandatorily
moves Medicaid beneficiaries into managed care does so under a waiver, there are no
specific statutory requirements for states to establish relationships between school -based
providers and managed care entities. HCFA policy isto strongly encourage states, upon
submission and negotiation of their waivers, to promote rel ationships between the
managed care entities and school-based providers. HCFA aso encourages schools and
school districts to get involved with the state and/or managed care entities during the
formation of the waiversin order to establish relationships and ensure a place in the new
health delivery system. In this manner, provision of medical services can be coordinated
by the school-based providers and the managed care entities in order to ensure children
receive necessary services and care is not duplicated.

There are many types of arrangements that states put in place under their waivers to
promote and assure the coordination of care between managed care entities and school-
based providers. Some states have ingtituted state laws that require coordination between
managed care organizations and school-based health providers. 1n addition, some
school-based health providers have developed formal arrangements, including legal
contracts; protocols for referral and treatment; authorization for school based providersto
provide services to managed care enrollees and bill Medicaid directly; and commitments
to expedite the treatment of patients referred by school-based health providers. Some
states, in their waivers, “carve out” school-health services and reimburse those services
under the “traditional” Medicaid fee-for-service program. However, most states carve
out Medicaid-covered IDEA servicesin their waivers, and place the responsibility of
primary and preventive services with the managed care entity. While formulating such
arrangements with managed care entities often entails an administrative burden and can
be a cumbersome process, schools and school -based health centers that serve Medicaid
beneficiaries in states that move their beneficiaries into managed care must secure arole
in the managed care system if they are to be reimbursed for the services provided to
children.

Virginia. InVirginia, the Virginia Department of Medical Assistance Services (DMAS)
isthe organization that is directly responsible for the administration of the Medicaid
program. Eligibility determinations and enrollment of eligible children are handled by
local Department of Social Services offices.
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For more information, please contact:

Virginia Department of Medical Assistance Services
600 East Broad Street, Suite 1300

Richmond, VA 23219

Telephone (804) 786-7933

Web site: http://ditl.state.va.us/~dmas/

Children’s Medical Security Insurance Program (CMSIP)

Overview. The federal Children’s Health Insurance Program matches federal funds to
help states expand health care coverage to the nation’s estimated 10 million uninsured
children. The Children’s Health Insurance Programis designed to give states maximum
flexibility while ensuring meaningful coverage. Sates may set eligibility at up to 200
percent of the federal poverty level, or at 50 percent above their current Medicaid
eligibility level, whichever is higher. Coverage would include inpatient and outpatient
hospital services, physicians’ surgical and medical services, laboratory and X-ray
services, and well baby/child care including immunizations.

VirginiaCM SIP. Virginia s child health insurance program, called the Children’s
Medical Security Insurance Plan (CMSIP), is designed to provide comprehensive health
benefits for uninsured children (under 19 years) of working families with household
incomes below 185 percent of the federal poverty level (FPL) who do not qualify for
Medicaid. Depending upon the age of the child, the maximum household income for
Medicaid eligibility is 100 percent to 133 percent of FPL. Children enrolled in CMSIP
receive all the health services provided to Medicaid recipients (inpatient and outpatient
hospital care, physician’s and surgical services, psychiatric or psychological services,
laboratory and radiological health services, and EPSDT) plus additional benefits for
substance abuse treatment.

The Virginia Department of Medical Assistance Services administers CMSIP. Eligibility
determinations and enrollment of eligible children are handled by the local Department of
Social Services offices.

For more information, contact:

Virginia Department of Medical Assistance Services
600 East Broad Street, Suite 1300

Richmond, VA 23219

Telephone: (804) 786-7933

Web site: http://www.state.va.us/~dmas/

Virginia Children’s Medical Security Insurance Plan Information Line:
1-877-VA-CMSIP [1-877-822-6747] (toll free)
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Early Periodic Screening, Diagnostic and Treatment (EPSDT)

Overview. According to Medicaid and School Health: A Technical Assistance Guide,
Health Care Financing Administration, August 1997, HCFA, Early and Periodic
Screening, Diagnosis and Treatment (EPSDT) is a mandatory Medicaid benefit for
children under the age of 21 which, at a minimum, must include screening services,
vision services, dental services, hearing services, and other necessary diagnostic and
treatment services within the Medicaid statute whether or not the services are generally
included under the state’s Medicaid plan.

EPSDT is Medicaid’ s comprehensive and preventive children’ s health care program
geared toward early assessment of children’s health care needs through periodic
examinations. The goal isto assure that health problems are diagnosed and treated as
early as possible, before the problems become complex and treatment more costly. States
must develop periodicity schedules for each service after consultations with organizations
involved in child health care.

The following are required EPSDT services (under Section 1905[r] of the Act):
¢ Screening services, which must contain the following five elements:

1. Comprehensive health and developmental history, including assessment of both
physical and mental health development.

Note: A comprehensive developmental assessment should be obtained by history
and observation of the child, by a developmental screening test. Developmental
assessment is part of every routine initial and periodic examination, including
gross motor development, fine motor devel opment, communication skills or
language devel opment, social and emotional development, and cognitive skills.

2. Comprehensive unclothed physical exam.

Note: An unclothed physical exam is performed by physician or licensed nurse

practitioner.

Note: State law requires that any suspicion or evidence of physical abuse or
neglect be reported the Department of Social Services. (See the section on
“Referring Child to Protective Services’ within this Chapter).

3. Appropriate immunizations according to the ACIP (Advisory Committee on
Immunization Practice) schedule.

Note: All immunizations are covered by EPSDT. Reimbursement of
immunizations is for administration only. All vaccines must be obtained through
the Virginia Department of Health’s Virginia Vaccines for Children (VVFC)
program, which is afederally mandated program. For further information about
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VVFC, please contact the Virginia Department of Health, Division of
Immunization, at (804) 786-6246.

4. Laboratory tests, including blood lead level assessment.

Note: The following laboratory tests are required components of the EPSDT
screening program. (See periodicity chart at the end of this section.)

Hematocrit/hemoglobin
Sickle cell

Tuberculin

L ead toxicity screen
Urinalysis (if age appropriate)

Note: The provider who is performing the servicesis the one who bills for the
services. Therefore, if laboratory work were being sent out to alab to be
processed, the school would only bill for shipping and handling.

Note: Physical and laboratory determination will be useful in assessing
nutritional status or consideration for WIC (Women, Infants, and Children’s
Supplemental Food Program) eligibility. Thisis only available to children under
5yearsold.

. Health education, including anticipatory guidance.

Note: According to Bright Futures: Guidelines for Health Supervision of Infants,
Children, and Adolescents, * anticipatory guidance provides the family with
information on what to expect in the child’s current and next devel opmental
phases. The wide range of anticipatory topics to be considered for each health
supervision visit (e.g., EPSDT visit) include:

- Benefits of a healthy lifestyle and practices
- Prevention of illness and injury

- Nutrition

- Oral hedlth

- Sexuality

- Social development

- Family relationships

- Parental health

" Green M. (Ed.). 1994 Bright Futures: Guidelines for Health Supervision of Infants,

Children, and Adolescents. Arlington, Va.: National Center for Education in Maternal and

Child Health.
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- Community interactions
- Self-responsibility
- Social/vocational achievement

¢ Vision services, which at a minimum must include diagnosis and treatment for
defectsin vision, including eyeglasses.

Note: Vision screening does not require machine testing but should include at a minimum the Snellen or other standard vision
chart.

¢ Dental services, which at aminimum must include relief of pain and infection,
restoration of teeth, and maintenance of dental health.

A semi-annual direct referral to adentist for dental screening isrequired beginning at
agethree. Oral screening is not a substitute for examination through direct referral to
adentist.

¢ Hearing services, which at a minimum must include diagnosis and treatment for defects in
hearing, including hearing aids.

Note: Hearing screening should use standard testing methods. If an abnormality is
found, schedule a second screening with a physician or audiologist.

Note: Children diagnosed as hearing impaired should be referred to Children
Specialty Servicesviathe local health department for evaluation and authorization of
hearing devices. If the student is being evaluated for special education, the Director
of Special Education should be involved.

¢ Other necessary health care, diagnostic services and treatment services. Aswith all
Medicaid services, any limitation that the state imposes on EPSDT services must be
reasonable and the benefit provided must be sufficient to achieve its purpose. In addition,
states must provide other necessary health care, diagnostic services, treatment and other
measures described that are listed under the Medicaid statute, to correct and ameliorate
defects and physical and mental illnesses and conditions discovered by screening services,
whether or not covered in aparticular state Medicaid plan.

This meansthat if the state does not cover an optional service under its state plan,
such as occupational therapy, the state would have to make medical assistance
available for the service when furnished to a child eligible for EPSDT if occupational
therapy ismedically necessary. Assuch, EPSDT constitutes an exception to the
comparability requirements in that the state does not have to make comparable
servicesto all Medicaid beneficiaries. Thisisan important point because this means
that if medically necessary, a Medicaid eligible child is entitled to any Medicaid-
coverable service, regardless of whether the state coversit in the state plan or not.
However, a state may still subject these servicesto prior authorization for purposes of
utilization control.




192

¢ Provision of medically necessary inter periodic screening. Interperiodic screenings,
outside of the state' s established periodicity schedule, must be made available to EPSDT
beneficiaries when an iliness or condition is suspected that was not present during the regular
scheduled periodic screening. Referrals for interperiodic screens may be made by a
physician, school nurse, and parent, or by self-referral. The provider performs the necessary
screening components, which need not include all five elements of the required periodic
screening, and provides or refers for any additional diagnostic or treatment services.

The referral for interperiodic screening can be made by any health or developmental
education personnel who comesin contact with the child, within or outside of the
health care system. The purpose of the interperiodic screening is to assure that
children are assessed as soon as a problem is suspected even if they are not scheduled
for a compl ete screening for many months. For example, ateacher might suspect a
speech delay in a child based on the child’s performance in the classroom. The child
could have already received his or her periodic screen. The teacher can refer the
child to a speech pathologist (either through or outside the school system) for an
interperiodic exam to determine if the child does indeed have a speech delay needing
treatment. State Medicaid agencies cannot require prior authorization for either
periodic or interperiodic screens as this would be an inappropriate limitation on the
very service which is needed to determine that a medical or mental health problem
exists.

Because of the proximity of schools to the target population, HCFA has aways
encouraged the participation of schools in the Medicaid program as they can play a
particularly useful role in providing EPSDT services. School-based health services can
represent an effective tool that can be used to bring more Medicaid-€ligible children into
preventive and appropriate follow-up care.

In addition, schools present a wonderful opportunity for Medicaid outreach. That is,
because schools are by definition “in the business of serving children,” they can be a
catalyst for encouraging otherwise eligible Medicaid children to obtain primary and
preventive services, as well as other necessary treatment services.

Resources and Publications

The following lists some resources and publications that provide further information and
insight into the relationship of schoolsto Medicaid managed care. In addition, specific
information regarding Medicaid managed care enrollment can be accessed viathe
Internet at http:www.hcfa.gov.

Publications

¢ APartnership for Quality and Access. School-Based Health Centers and Health Plans.
The School Health Policy Initiative
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Division of Adolescent Medicine
Department of Pediatrics
Montefiore Medical Center

111 East 210th Street

Bronx, NY 10456-2490

(718) 654-4190

¢ Hacker K. Integrating School-Based Health Centers into Managed Care in Massachusetts, Journal
School Health, 66(9) November 1996, 317-321.

Resour ces

¢ National Assembly on School-Based Health Care
666 11" Street, NW, Suite 735
Washington, D.C. 20005
Telephone: (202) 638-5872 or (888) 286-8727 (toll free)
Web site: http://www.nasbhc.org/
Note: NASBHC is a nonprofit private association representing school-based health care
providers and supporters.

¢ Making the Grade
(State and Local Partnerships to Establish School-Based Health Centers)
1350 Connecticut Ave., NW, Suite 505
Washington, DC 20036
Telephone: (202) 466-3396
Web site: http: //mww.gwu.edu/~mtg/
Note: MTG isanational program of the Robert Wood Johnson Foundation located in

the School of Public Health and Health Services at The George Washington

University

Virginia
¢ Virginia Medicaid Toll-Free Lines (updated October 16, 1998).

1-800-552-8627--Medicaid Provider Helpline

1-800-358-5050--Transportation Helpline

1-800-643-2273--Medallion/Health Maintenance Organization (HMO) Helpline
1-800-421-7376--Maternal & Child Health Helpline
1-800-884-9730--Eligibility Helpline

1-877-822-6764--Virginia Children’s Medical Security Insurance Plan
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Virginia EPSDT Periodicity Schedule: Recommendation for Preventive Health Care

INFANCY EARLY CHILDHOOD LATE CHILDHOOD | ADOLESCENCE

AGE (m-months, By 2 4 6 9 122 |15 18 2 3 4 |5 6 8 10 12|14 1 18 20
1

y-years) m m m m m m m m y y y y y y y y y y y y
HISTORY X X XX X X [Xx x x x x[|x x x x x|[|x x x X
Initial/Interval
MEASUREMENTS
Height and Weight X X XX X X [Ix x x x xX|x x x x x|]x x x x

Head Circumference

Blood Pressure X X X X X X X X X X X
SENSORY

SCREENING

Vision X X X X X X X X X X Xe | Xe  Xe o X Xeo Xe | Xe X X Xt
Hearing X X X X X X X X X X Xe | Xe  Xe X X Xe | X X X Xt
DEVELOPMENT/ |x x X X X X |x x x x Xx|]x x x x x|x x x x
BEHAVIOR

ASSESSMENT

PHYSICALEXAM |x x X X X X |x x x x X|[|x X x X X|x x x X

ANTICIPATORY X X X X |X X X X X|x x X X X|x x x x
GUIDANCE
PROCEDURES
Hereditary/Metabolic X
Screening
Immunization X X X X X X X X
Tuberculin Test L — X > P X - > [ a— N > P a— X >
Anemia Testing e x > | < X - P [ S— N PO X >
Urinalysis < X > | < N S - — X - P [ — X >
Lead High Risk x | ) X X X |x

)
Lead Low Risk X X x) X x)
DENTAL (X) <--- | Semi-Annua Referral Required --------- >
REFERRAL

X To be performed

() Required if not done when previously scheduled.

X; Required at this age. Standardized screening method.

1 For highrisk groups. Annual TB skin testing is recommended.

2 Present medical evidence suggests the need for reevaluation of the frequency and timing of hemoglobin, EP or
hematocrit tests. One determination is therefore suggested during each time period. Performance of additional testsis
left to the individual practice experience.

3 Present medical evidence suggests the need for reevaluation of the frequency and timing of urinalyses. One
determination is therefore suggested during each time period. Performance of additional testsis left to the individual
practice experience.

4 Testing isbased upon risk. High-risk children with elevated blood tests may require more frequent testing based
upon recent medical evidence and according to individual experience.
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Fine/Gross Motor Screening

Authorization

Code of Virginia, Section 22.1-214, Board to Prepar e Special Education Program for
Children with Disabilities.

Excerpt: See Appendix A for Code of Virginia, § 22.1-214.
Regulations. Virginia Department of Education (Effective January 1994). Regulations
Governing Special Education Programs for Children with Disabilitiesin Virginia.
Richmond, Va.: Author.
Excerpt: Part I11: Responsibilities of LEAS and State Agencies.
83.2 Identification, Evaluation, and Eligibility.

C. Screening.

2. The screening process for all children enrolled in the school division
isasfollows:

a. All children within 60 administrative working days of initial
enrollment in a public school, shall be screened in the following
areas to determine if formal assessment is indicated:

(1) Speech, voice, and language; and
(2) Vision and hearing.

b. All children (through grade three), within 60 administrative
working days of initial enrollment in public schools, shall be
screened for fine and gross motor functions to determine if formal
assessment is indicated.

c. Specific measures or instruments will be employed which use:
(1) Both observational and performance techniques; and

(2) Techniques which guarantee non-discrimination.

Recommendation

Pur pose. Basic gross and fine motor screening is crucia in determining if the student is
developing within the “normal range.” The five areas that need to be screened to ensure
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normal development include balance, bilateral coordination, upper extremity
coordination, visual motor control, and upper extremity speed and dexterity. Fine and
gross motor skills are essential building blocks to educational success.

The screening also allows the parents and administrators to be notified when any student
shows signs of a significant impairment that should be followed up by a physician. It also
gives information to teachers and parents regarding delays in development of gross and
fine motor skills of the child.

Procedure

Materials. The following materials are used for the K-3 screening:

¢ Playground ball (8 /2 inches). ¢ Pegboard.

¢ Playground ball (4 to 5 inches). ¢ Tensmall pegs.
¢ Pieceof paper with acircle. ¢ Stopwatch.

¢ Piece of paper with acurved path that is

3/4-inch wide.

Criteria. The criteriafor failing the fine and gross motor screening is that the student
must fail two out of the three gross motor sections and both of the fine motor skills. The
evaluation sheet should have two sections: one for comments and one for pass/fail. The
student is allowed two attempts to pass each skill.

Five Screening Areas. Thefive areas that need to be screened to ensure normal
development include:

¢ Baance. ¢ Visual motor control.

¢ Bilateral coordination. ¢ Upper extremity speed and dexterity.
¢ Upper extremity coordination.

Gross Motor Skills.

1. Baance
¢ Kindergarten: To pass, the child must be able to hold the right foot off the ground

for 5 seconds, place it down, and hold the left foot off the ground for 5 seconds.

¢ Grades1and 2: To pass, the child must hold the right foot off the ground for 10
seconds, place it down, and hold the | eft foot off the ground for 10 seconds.

¢ Grade 3: To pass, the child must hold the right foot off the ground for 12 seconds,
place it down, and hold the left foot off the ground for 12 seconds.

196
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2. Bilateral Coordination

¢

Kindergarten, Grades 1 and 2: To pass, the student must be able to jump in the air
and clap their hands while airborne five times consecutively.

Grade 3: To pass, the child must be able to jump in the air and touch both heels
with both hands during two out of three trials.

(Examiners should note if the child is unable to perform the claps and jumpsin an
integrated fashion and if there are any overflow reactionsin facial features)

3. Upper Extremity Coordination

¢

¢

Kindergarten and Grade 1: To pass, the child must toss an 8 1/2-inch playground
ball in the air and catch it five consecutive times. The ball must |eave the hands
and may be trapped in the body.

Grades 2 and 3: To pass, the child must toss a 4- to 5-inch ball into the air and
catch it with hands, five times consecutively, with their hands only.

(Examiners should note if the ball does not go above the child’s head, if the child
stays stationary to catch the ball, and/or if the ball istossed straight in the air.)

Fine Motor Skills.

1. Visual Motor Skills

¢

Kindergarten: To pass, the child must copy a circle and make predominantly
circular lines. (See Figure 1 at the end of this section.)

Grades 1, 2, and 3: To pass, the child must draw a line within a curved path
without making more than two deviations from the curved line. (See Figure 2 at
the end of this section.)

(Examiners should note if the child is unable to grasp a pencil properly, does not
rotate the paper, and/or if the pencil stays on the paper while the child is duplicating
the circle or the path.)

2. Upper Extremity Speed and Dexterity

¢

Kindergarten: To pass, the child must place five pegs, using one hand, into a
pegboard within 30 seconds.

Grades 1 and 2: To pass, the child must place five pegs, using one hand, into a
pegboard within 20 seconds.

Grade 3: To pass, the child must place five pegs, using one hand, into a pegboard
within 15 seconds.

(Examiners should note if the child picks/does not pick up the pegs one at atime,
drops the pegs, does not stabilize the pegboard with one hand, and/or does not use the

proper pincer grasp on the pegs.)
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Referral and Follow-Up Process. Examiners should document the results of the child’s
testing, make referrals when the child is unable to meet the screening guidelines, and
place all test resultsin the child' s school record. If the student fails the screening, referral
is made to the Child Study Committee for recommendations for further evaluation. Itis
important to document the fact that a student has difficulty in a particular area of the
screening or fails the screening. The administration needs to be involved with the

parents/guardians in hel ping the student.

Summary of Fine/Gross Motor Screening

Gross Motor Functions:

Skill Grade Screening Test

Balance K Balance on each foot for 5 seconds.

Bilateral Coordination 1-3 Balance on each foot for 10 seconds.

Fine Motor Functions K-3  Jumping up and down on two feet and landing on
both feet while clapping hands.

Upper Extremity Coordination K-3  Tossand catch ball or bounce and catch, five times.

FineMotor Functions:

Skill Grade Screening Test

Visua Motor Control K Copy acircle. (See Figure 1 on following page.)

1-3 Draw aline within acurved path. (See Figure 2 on

following page.)

Upper Extremity Speed & K-3  Sort cubesor pegs; or, string beads.

Coordination

Documentation

Recording Recommendation. A record of the fine and gross motor screenings of each
student can be kept by recording the results on the following form:

¢ Cumulative Health Record (Form LF.009).

Copy of Form. See Appendix D for a copy of the following form:

¢ Cumulative Health Record (Form LF.009).

Figure 1.
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Figure 2.
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Hearing Screening

Authorization

Code of Virginia, Section 22.1-273, Sight and Hearing of Pupil to be Tested. The
Code of Virginia requires that within the time periods and at the grades provided in
regulations promulgated by the Board of Education, the principal of each such school
shall cause the sight and hearing of the relevant pupilsin the school to be tested, unless
such students are pupils admitted for the first time to a public kindergarten or elementary
school who have been so tested as part of the comprehensive physical examination
required by § 22.1-270 or the parents or guardians of such students object on religious
grounds and the students show no obvious evidence of any defect or disease of the eyes
or ears.

Excerpt: See Appendix A for Code of Virginia, § 22.1-273.

Code of Virginia, Section 22.1-214, Boar d to Prepar e Special Education Program for
Children with Disabilities.

Excerpt:

The Board of Education shall prepare and supervise the implementation
by each school of a program of special education designed to educate and
train children with disabilities between the ages defined in § 22.2-213 and
may prepare and place in operation such program for individuals of other
ages...The program shall require (i) that the hearing of each disabled
child be tested prior to placement in a special education programand (ii)
that a complete audiological assessment, including tests which will assess
inner and middle ear functioning, be performed on each child who is
hearing impaired or who fails the test required in clause(i).

Regulations. Virginia Department of Education (Effective January 1994). Regulations

Governing Special Education Programs for Children with Disabilitiesin Virginia.

Richmond, Va.: Author.

Excerpt: Part I11: Responsibilities of LEAS and State Agencies.
83.2 Identification, Evaluation, and Eligibility.
C. Screening.

2. The screening process for all children enrolled in the school
division is as follows:

a. All children within 60 administrative working days of initial
enrollment in a public school, shall be screened in the
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following areas to determine if formal assessment is
indicated:

(1) Speech, voice, and language; and

(2) Vision and hearing.

. All children (through grade three), within 60 administrative

working days of initial enrollment in public schools, shall be
screened for fine and gross motor functions to determine if
formal assessment is indicated.

Soecific measures or instruments will be employed which use:
(1) Both observational and performance techniques; and

(2) Techniques which guarantee non-discrimination.

E. Evauation

5. The LEA shall establish proceduresto ensure

a. That each child is assessed by a qualified professional in all

areas related to the suspected disability, including, where
appropriate, health, vision, hearing, social and emotional
status, general intelligence, academic performance,
communicative status, and motor abilities. This may include
educational, medical, sociocultural, psychological, or
developmental assessments. Reports from assessments must
be provided in writing. However, the hearing of each child
with a disability shall be tested during the eligibility process
prior to be placement in a special education program. A
complete audiological assessment, including tests which will
assess inner and middle ear functioning, must be performed
on each child who fails two hearing screening tests. The
second hearing screening test shall be completed not less than
15 nor more than 45 calendar days after administration of the
first screening test.

SUPTS. MEMO. SUPTS. MEMO. No. 159, August 19, 1987, Subject: Procedure for

Implementing School Law 22.1-273. (See Appendix A for copy of SUPTS. MEMO.)

Excerpt:

Because all children are required to have a physical examination
when they first enter school, it was determined that this requirement
would provide adequate screening for kindergarten students.
Therefore, the only health screening required to be done for pupils
will be for sight and hearing defectsin grades 3, 7, and 10.
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SUPTS. MEMO. SUPTS. MEMO. No. 168, September 2, 1987, Subject: Procedure for
Implementing School Law 22.1-273. (See Appendix A for copy of SUPTS. MEMO.)

Excerpt:

Existing Board of Education regulations as specified in Regulations
Governing Special Education Programs in Handicapped Children
and Youth in Virginia, September 1984 stipulate that:

All children, within 60 administrative working days of
initial enrollment in a public school, shall be screened
in the following areas to determine if formal
assessment is indicated: (a) speech, voice, and
language; (b) fine and gross motor functions; and (c)
vision and hearing.

Additional screening for vision and hearing should now occur in
grades 3, 7, and 10.

Summary. InVirginia, hearing screening isrequired as follows:

¢

Component of the School Entrance Health Form: Part || — Comprehensive Physical
Examination Report. (See Code of Virginia, § 22.1-270.)

Grades 3, 7, and 10—unless tested as part of the School Entrance Health Form: Part
Il — Comprehensive Physical Examination Report. (See Code of Virginia, § 22.1-
273))

All children within 60 administrative working days of initial enrollment in a public
school (see Regulations Governing Special Education Programs for Children with
Disabilitiesin Virginia, effective January 1994).

The hearing of each child with a disability shall be tested during the eligibility
process prior to be placement in a special education program (see Regulations
Governing Special Education Programs for Children with Disabilitiesin Virginia,
effective January 1994).

Overview

The purpose of a school hearing screening program is to identify students with a hearing
loss that may impact their intellectual, emotional, social, speech, and/or language
development. The subtlety of a hearing loss may lead to a child' s hearing loss being
overlooked. The school’s hearing screening program can play an important role in
ensuring no student has a hearing loss that goes undetected and unmanaged, resulting in
further developmental or academic delays. Even mild hearing losses may be
educationally and medically significant. An undetected hearing loss may result in:

¢

A delay in speech and language skills.
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¢ Language deficits, which may lead to learning problems and limited academic
achievement.

¢ Difficultiesin communication, which may lead to social isolation and poor self-
concept, resulting in emotional or behavioral problems.

¢ A negative impact on the child’ s vocational and educational choices.
¢ Behavioral problems.

Most children with significant hearing loss are identified prior to school entry. Research
indicates that the critical period for screening is birth to 3 years, as auditory stimuli
during this period appear to be critical to development of speech and language skills.
However, conductive hearing loss in pre-school and school-age children related to otitis
media (middle ear infection) that although, if treated, is temporary in nature, can cause
hearing loss. Due to this possibility and the incidence of childhood hearing loss that has
not been detected, hearing screening in the school setting can prevent the negative impact
any hearing loss might have on a child’ s ability to communicate effectively and achieve
academically. Hearing screenings at older age levels are important to identify noise-
induced hearing loss.

Note. Theincidence of significant permanent (sensorineural) hearing loss in newbornsis
approximately 6 in 100 live births. With the implementation of universal newborn
hearing screening in the state of Virginia, the majority of newborns with significant
congenital hearing loss should be identified within the first month of life and entered into
the state’ s follow-up program.

American Academy of Pediatrics, American-Speech-L anguage Hearing Association
and Bright Futures Recommendations. The American Academy of Pediatrics (AAP)
recommends objective hearing testing at ages 3, 4, 5, 10, 12, 15, and 18. ® Bright
Futures " concurs with these recommendations up to age 12 and recommends that
adolescents exposed to loud noses, with recurrent ear infections, or who report problems
should receive objective testing. The American Speech-L anguage-Hearing Association
(ASHA) has recommended annual pure-tone audiometry testing for all children at high
risk for hearing impairment. &

8 American Academy of Pediatrics Committee on Practice and Ambulatory Medicine. (1995).
Recommendations for Preventive Pediatric Health Care. Pediatrics, 96, pp. 373-374.

™ Green, M. (1994). Bright Futures Guidelines for Health Supervision of Infants, Children, and
Adolescents. Arlington, Va.: National Center for Education in Maternal and Child Health.

8 American Speech-Language-Hearing Association. (1985). Guidelines for Identification Audiometry.
ASHA, 27, pp. 49-52.
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History. A family and medical history of every child to be screened should be assessed
for risk factors for hearing impairment. Whenever possible, parents should be asked
about the auditory responsiveness and speech and language development of their child.
Parental reports of impairment should be seriously evaluated. If thisisnot possible,
when the results of the hearing screening indicate a problem or potential problem, the
past medical history recorded on the school entrance physical examination should be
evaluated for changes over time.

Recommendation

Procedure and Personnel. Each school division may set a policy, assigning the
personnel responsible for completion of hearing screening. Speech-language pathol ogists
and audiologists are qualified to conduct hearing screening programs. Certification
programs for hearing screening are available for other personnel. Non-certified

personnel responsible for the screening program should receive instruction in the proper
techniquesto be used. Training should be conducted by a currently licensed audiologist.
Personnel conducting the screening should give an explanation of the test procedure to
the class as agroup, and individually as needed, prior to the testing to assure that students
understand the purpose and process. Individual screening is required as group screening
isnot valid.

Care should be taken to choose a site for the testing that isin the quietest part of a
building. Environmental noise levels should be low enough to allow a person with
normal hearing to easily hear the pure tone frequencies through the ear phones. A
soundproof room is preferable, if available.

Guidelinesfor Pure Tone Screening. The pure tone audiometer is used in school-based
screening programs and must meet the standards for screening audiometers established
by the American National Standards Institute (ANSI). It should have the air conduction
frequencies of 500, 1000, 2000, and 4000 Hertz. Proper handling of these machinesis
required, with at least yearly calibration, in order to ensure accurate readings. The
following are general steps for using a pure tone audiometer for testing hearing.

1. The examiner should turn on the machine and listen to screening tones to assure that
audiometer is properly functioning, making sure to listen to both right and | eft
earphones. (The recommendation isthat the individual responsible for the
audiometer should listen to it each day to detect gross abnormalities.) If screening is
being done throughout the day, |eave the audiometer on to avoid having to wait for
the machine to warm up.

2. Have the student sit down positioned so he/she cannot see the examiner operate the
audiometer.

3. Giveclear, conciseinstructions. For example, “You are going to wear earphones.”
“You will hear beeps. They will be quiet (soft) so you will have to listen carefully.
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10.

11.

12.

13.

14.

Please indicate when you hear the beep by immediately raising your hand.” “Please
put your hand down when you no longer hear the beep. Y ou will hear alouder sound
first to let you hear clearly what you are listening for, then the sounds will be softer
for testing.”

Have the student remove glasses and large earrings. Be sure student is not chewing
food, candy, or gum.

Place earphones on each ear (red earphone over student’sright ear; blue earphone
over student’sleft ear). Be sure that the earphones fit snugly and that nothing
interferes with the passage of sound (remove hair from between earphone and ear).

Set the Hearing Threshold Level at 20 dBHL and the frequency at 1000 Hz. Note: If
the location is too noisy to use 20 dBHL, a new location must be secured. Screening
should never be conducted at intensities greater than 25 dBHL.

Present the tone 1000 Hz for one to two seconds. Right ear first. The tone may be
presented twice to make sure the child hears the tone and understands what is
supposed to be heard.

Proceed to 2000 Hz, 4000 Hz, then 1000 Hz, and on to 500 Hz.

Repeat the procedure in the left ear. Vary the length, tone, and pauses to prevent
establishing arhythm.

If the student fails to hear any tone, it may be repeated at the same level.

If the student fails to respond in either ear to two or more frequencies, a re-test should
be scheduled within atwo-week period. Referral should be made if the second
screening results are not improved. If the screening is part of the special education
eligibility process, the school should be responsible for obtaining an audiological
evaluation.

Record al results on the student’ s permanent cumulative health record.
Record screening results, per state and local policy, on student’s permanent record.

At the end of the school year record hearing screening results on the School Summary
of Screening of Vision and Hearing: Report to Principal (LF.011) and Summary of
Screening of Vision and Hearing: School Division Report (LF.010).

Guidelinesfor Tympanometry Screening. A comprehensive hearing screening program
includes tympanometry screening in addition to pure tone screening. Tympanometry
screening should not replace pure tone screening. Tympanometry screening is
recommended for all students kindergarten through third grade and al preschool-aged
studentsin the early childhood special education programs or 4-year old programs.
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The tympanometry equipment should comply with ANSI standards and provide
information on tympanogram peak (Peak Y amplitude), width (Peak Y gradient), and
volume of the external auditory canal (physical volume).

The probe tip should be cleaned with a fresh alcohol swab before each use. A tip should
be selected that is large enough to create a seal in the external canal without having to be
inserted too deeply.

Students with flat tympanograms, low static compliance (Peak Y), or abnormally wide
tympanogram should be rescreened in 4 to 6 weeks.

Referral and Follow-Up Process. Parents of all students who do not perform
satisfactorily on a hearing screening and subsequent re-test (within two weeks) are
notified by school health personnel. A repest failure of the screening indicates that there
is sufficient deviation from the norm in the results of the screening test to justify parental
notification. Parents should be advised to have the child evaluated by an audiologist or
by their health care provider. If the screening is part of the special education eligibility
process, the school should be responsible for obtaining an audiological evaluation.

Every attempt should be made by school health personnel to work with parents. Parents
should be encouraged to follow up with their health care provider and get feedback on
any changes that the health care provider feels need to be made in order that school
personnel can make the appropriate educational adjustments.

If astudent has been identified as having a hearing disability, speech-language
pathologists, audiologists, and school nurses should work closely with classroom teachers
to ensure any necessary adjustments are made in the classroom so that the student is
provided with an optimum learning experience.

Documentation

Recor ding Requirement. Every principal must keep arecord of the testing of the
hearing of the relevant students and must notify the parent or guardian, in writing, of any
defect of hearing or disease of the ears found. (See Code of Virginia § 22.1-273.)

Proof of Testing the Hearing of Pupils. A record of the testing of the hearing of each
student can be kept by recording the results on the following form:

¢ Cumulative Health Record (Form LF.009).

Reporting Requirement. Copies of the hearing testing report are to preserved for use
by the Superintendent of Publication Instruction, as the Superintendent may require. The
following form can be used to preserve summaries of hearing screenings for each school.
(See Code of Virginia § 22.1-273.)
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¢ Summary of Vision and Hearing: Report to the Principal (Form LF.011, 3/95).
Thisform is used to record a summary of the hearing screening results for each
school, by required grade level. The completed form is sent to the LEA
superintendent designee.

¢ Summary of Screening of Vision and Hearing: School Division Report (LF.010,
3/95). Thisform isused to record a summary of hearing screening results for each
school division, by required grade level. It isacompliance of each school’s LF.011.

Note. Students screened as part of areferral for special education must be referred back
to the director of specia education for an audiological evaluation.

Copy of Forms. See Appendix D for a copy of the following forms.

¢ Summary of Vision and Hearing: Report to the Principal (Form LF.011, 3/95).

¢ Summary of Screening of Vision and Hearing: School Division Report (LF.010,
3/95).

¢ Cumulative Health Record (Form LF.009).

Resources

American Academy of Otolaryngology. (1996). Revised Referral Guideline Kit.
Alexandria, Virginiaz American Academy of Otolaryngology, Head and Neck Surgery,
Inc.

American Nurses Association. (1994). Clinicians Handbook of Preventive Services.
Waldorf, Md.: Author.

American Speech-Language-Hearing Association. (1997). Guidelines for Audiologic
Screening. Rockville, Md.: Author.

Massachusetts Department of Public Health. (1995). Comprehensive School Health
Manual. Boston, Mass.: Author.

National Association of School Nurses. (1998). The Ear & Hearing: A Guide for School
Nurses. Scarsborough, Me.: Author.

U.S. Preventive Services Task Force. (1996). Guideto Clinical Preventive Services, 2nd
Ed. Report of the U.S. Preventive Services Task Force. Baltimore, Md.: Williams &
Wilkins.
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Height and Weight Screening

Authorization

No Specific Mandate. There is no specific mandate for annual height and weight screenings
in Virginia. However, height and weight measurements are a component of a complete
physical examination and both are included in the comprehensive physical examination
required for school entry into kindergarten or elementary school and the yearly physical
examination for participation in competitive sportsin the high school. (See previous
subsections on School Entrance Physical Examination Requirements and Athletic Pre-
Participation Physical Examination Requirements.)

Overview

Annual height and weight measurements provide a simple, effective method of identifying
significant childhood health problems. Poor growth patterns can result from systemic
disorders (e.g., malnutrition, intestinal conditions), psychosocia conditions (e.g., eating
disorders), congenital disorders (e.g., Turner’s Syndrome, intrauterine growth retardation), or
conditions of the endocrine system (e.g., hypothyroidism, growth hormone deficiency).

In addition, yearly height and weight measurements can be used as an educational tool for
parents, students, and school personnel by:

¢ Creating an awareness of the relationship between good nutrition and growth, and good
health practices and growth.

¢ Stimulating interest in self responsibility for an individual’ s growth and development.

Major professional authorities— including the American Academy of Family Physicians
(AAFP), the U.S. Preventive Service Task Force, and the American Academy of Pediatrics
(AAP)—recommend yearly screenings of height and weight. The American Medica
Association (AMA) recommends screening adolescents annually for eating disorders and
obesity by measuring height and weight and by asking about body image and dieting
patterns.

The range of normal height and weight varies for each child, but general growth remains
relatively constant. After rapid growth in the first two years of life, growth generally slows
downto 2 to 2 1/2 inches per year until puberty (approximately 11 to 13 years). Growth
dramatically increases during puberty and lasts about two years until sexual development is
achieved. At this point, the child's growth is nearly completed. Growth patterns should
follow the normal growth curves of children the same age and sex and fall between the 5th
and 95th percentile curves on a standardized growth chart.
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Recommendation

Procedure and Personnel. Each school division should set a policy, assigning the personnel
responsible for completion of annual height and weight screening. Classroom teachers,
physical education teachers, school nurses, or parent volunteers given the responsibility for
height and weight screening should receive instruction in proper technigues to be used.
Applying appropriate measuring techniques and using well-calibrated equipment is essential.
In addition, for accuracy, it may be necessary to take measurements more than once,
particularly with young or uncooperative students. Furthermore, it isagood ideafor one
person to be responsible for taking heights and weights as measurements taken by different
individuals may vary.

Growth must be charted on a standardized graph to have meaning to health care providers.
M easurements should be interpreted within the context of the individual student’s family and
growth history.

Although most height and weight screenings are done in large groups, it isimportant to
provide privacy during the actual measurements. Thiswill eliminate the potential for
embarrassment and teasing. The individual doing the screening may also try to use thistime
as an opportunity to gain insight into a particular student’ s health concerns, acquire
information about the student’ s nutritional and exercise habits, and address particular
concerns that student might have.

Equipment. Equipment should include a beam balance scale with non-detachable weights
and awall-mounted stadiometer or metal ruler (which is preferable to a non-stretchabl e tape
measure) attached to a vertical, flat surface, such asawall. A right-angle head board is also
needed for lowering onto the student’ s head when taking the measurement.

Referral and Follow-Up Process. The school nurseisin an ideal position to ensure the
early identification of students at risk for growth problems by providing appropriate
assessments and referrals. The following conditions warrant areferral by the school nurse
for follow-up care:

¢ Waeight for height or for age is more than the 95th percentile.

¢ Weight for height, weight for age, or height for age is less than the 5th percentile.

¢ Student’s growth pattern changes dramatically; for example, a student who has been

consistently at the 50th percentile drops to the 10th percentile or rises to the 90th
percentile.

Documentation
The growth chart should become part of the student’ s permanent health record. Any

indications for referral and follow-up care should be documented in the student’ s health
record.
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Scoliosis Screening

Authorization

No Specific Legal Mandate. Thereisno specific legal mandate to provide scoliosis
screening. Scoliosis screening should be included in the physical examination as part of
the continuing care of the child, not as an isolated screening procedure.

SUPTS. MEMO. SUPTS. MEMO. No. 159, August 18,1987, Subject: Procedures for
Implementing School Law 22.1.1-273: Attachment. (See Appendix A for SUPTS.
MEMO.)

Excerpt:

Practices That Are Encouraged:

That teachers at all grade levels be observant of speech defects, postural
deviations, hearing impairments, dental defects, visual problems and
significant deviationsin height and weight. If observed, they should be
recorded on the health record and reported to the school nurse for follow-
up.

That scoliosis screening be done for all studentsin grades 5 through 9.

Overview

Scoliosis, alateral spinal curve of 11 degrees or greater, can have adverse effects
including the progressive development of poor range of motion, back pain, distortion of
the position of the ribs, impaired function of the heart and lungs, unpleasant cosmetic
deformities, and social and psychological problems, including poor self-image and social
isolation. Early detection can prevent scoliosis from progressing and can identify those
in need of treatment.

Screening for scoliosis in grades 5 through 9 (ages 10 to 15) has been recommended
because the prevalence of scoliosis beginsto increase at about age 10 to 11 with the pre-
adolescent growth spurt and a lateral spinal curve of 11 degrees or greater is present in
about 2 to 3 percent of adolescents at the end of their growth period. Progressive curves
occur three or four times more frequently in girlsthan in boys. Scoliosistendsto runin
families, and if scoliosisis diagnosed, other siblings should be eval uated.

Several professiona organizations recommend screening for scoliosis. The Scoliosis
Research Society recommends annual screening of all children ages 10 to 14. The
American Academy of Orthopedic Surgeons recommends screening girls at ages 11 to
13 and screening boys once at age 13 or 14 years of age. The American Academy of
Pediatrics has recommended scoliosis screening, with the forward bending test, at routine
health supervision visits at ages 10, 12, 14, and 16 years (this recommendation is under
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review), and the Bright Futures guidelines recommend noting the presence of scoliosis
during the physical examination of adolescents and children greater than 8 years old.

Recommendation

Procedure and Personnel. If the school division provides scoliosis screening, school
nurses should have the responsibility for organizing and implementing the scoliosis
screening program collaboratively with physical education teachers. If the school nurse
is unavailable, screening can be done by other licensed health professionals (e.g.,
physicians, nurses, or physical therapists) who have been trained in scoliosis screening
technique. All school personnel participating in scoliosis screening should participate in
atraining session prior to screening.

The school division should send aletter to parents that explains the screening and ask for
permission from the parents for the child to participate in the screening. (See sample
letter of explanation/permission to parents related to scoliosis in Appendix E.)

The screening program has two components: (1) aninitial educational session held by the
screener and (2) the screening itself. The educational session should include information
on what scoliosisis, how it is detected, why it isimportant to screen, what the screening
procedure will entail, and what will be done for those with positive findings. Itis
advisable to suggest to students that they wear their gym uniforms for the screening.

Students should be advised that each screening takes from one to three minutes,
depending on the examiner. The schedule for screening should be prepared in advance
and coordinated with the various teachers.

Girls and boys are screened separately. An adult screener of the same gender as the
student is preferable whenever possible. The optimal view of the spine occurs when the
back isbare. Therefore, girls are asked to wear halter tops or a bra and boys will be
asked to take off their shirts. Shoes must also be removed.

Every child should be screened in each of the following positions: **

1. Back View: (The screener should be seated 5 to 8 feet from the tape mark on the
floor.) The student should stand erect with back to the screener, toes placed on the
tape, feet together knees straight and weight evenly distributed on both feet. Arms
should be at the sides and relaxed. Students should be encouraged to avoid slouching
or standing at “attention.”

8 Comprehensive Health and Pupil Services. (1998). Scoliosis Screening. Albany, N.Y .: State Education
Department, State of New Y ork.
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¢

NORMAL

Head centered over mid-buttocks.
Shoulderslevel.
Shoulder blades level with equal prominence.

Hips level and symmetrical; equal distance between arms and
body.

POSSIBLE SCOLIOSIS

Head alignment to one side of mid-buttocks and one shoulder
higher.

One shoulder blade higher with possible prominence.
One hip more prominent than the other or waist crease deeper on

one side than the other and unequal distance between arms and
body.

2. Forward Bend Test: The student should stand facing away from the screener. The
student should bend forward at the waist 90 degrees, feet 4 inches apart, knees
straight, and toes even. Palms of the hands are held together or facing each other and
arms hang down, and are relaxed. The head is down.

NORMAL
¢ Both sides of upper and lower back symmetrical.

¢ Hipslevel and symmetrical.
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POSSIBLE SCOLIOSIS

¢ Oneside of rib cage and/or the lower back showing uneven
symmetry.

¢ Curvein the alignment of the spinous processes.

¢ If prominence is noted, scoliometer measurement should be
taken.

3. Right Lateral View: (The screener remains seated.) The student continues to stand
erect but is directed to stand first with right side toward the screener.

NORMAL

W ¢ Smooth symmetrical even arc of the back.

POSSIBLE KYPHOSIS (Round Back)
Lack of smooth arc with prominence of shoulders

and round back.

.

¢ Accentuated prominence of the spine (angular
kyphosis of spine).

*

Grossly accentuated swayback (when in upright
position).

4. Frontal View: Have the student turn and face the screener and repeat the Forward
Bend Test.

NORMAL

¢ Even and symmetrical on both sides of the upper
and lower back.
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POSSIBLE SCOLIOSIS

¢ Unequal symmetry of the upper back, lower back, or
both.

¢ If prominenceis noted, scoliometer measurement
should be taken.

28

5. Left Latera View: Have the student turn and stand with his’her left side toward the
screener and repeat lateral view test.

The data and results of the screening should be recorded as normal or using terms that
describe any detected discrepancy (e.g., right shoulder higher than left; left arm-to-body
distance greater than right) on the student’ s health record.

Guidelinesfor Use of Scoliometer. The following are general steps for testing for
scoliosis using a scoliometer.

1. Ask student to bend forward slowly, stopping when the shoulders are level with the
hips. View the student from the back. For best view, the screener’ s eyes should be at
the same level asthe back. Note any rib elevation and/or symmetry in the flank (low
back) area.

2. Before measuring with the scoliometer, adjust the height of the person’s bending
position to the level where the deformity of the spine is most pronounced. This
position will vary from one person to another depending upon the location of the
curvature. For example, a curve low in the lumbar spine will require that the person
bend further forward than one which is present in the thoracic of upper spine.

3. Lay the scoliometer across the deformity at right angles to the body, with the “0”
mark over the top of the spinous process. L et the scoliometer rest gently on the skin,
do not push down. Read the number of degrees of rotation.

NOTE: If there is asymmetry in both the upper and lower back, two scoliometer
readings will be necessary. The curves will amost always go in opposite directions,
with the one in the thoracic spine usually to the right and the other in the lumbar
spine usually to the left.

4. The screening examination is considered positive if the reading on the scoliometer is
7 degrees or more at any level of the spine. Lesser degrees of rotation may or may not
indicate amild degree of scoliosis. In such cases re-screening is recommended within
three to six months.
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Referral and Follow-Up Process. All children with positive findings should be scheduled
for re-screening. In order to avoid the possibility of unnecessary referral, all students with
positive findings for any part of the screening should be re-screened at a separate session by
someone other than the original screener. In addition, a scoliometer reading should be
obtained and recorded.

If apositive finding is confirmed by another person who does the re-screening, the family
should be contacted and advised that the student be examined by their health care provider.
Emphasize that thisis not an emergency. (Please see Appendix E for asample referral
letter.) The school health professional responsible for notifying the parents should explain
the significance of the screening without causing undue anxiety and apprehension.

Every attempt should be made by school health personnel to work with parents. Parents
should be encouraged to schedule a follow-up evaluation with their health care provider and

obtain feedback on any changes that the health care provider recommends, in order that
school personnel can make the appropriate educational adjustments.

If astudent has been identified as having scoliosis, school nurses should work closely with

classroom teachers to ensure any necessary adjustments are made in the classroom to provide
the child with an optimum learning experience.

Documentation

Recor ding Recommendation. A record of the scoliosis screening of each student can be
kept by recording the results on the following form:

¢ Cumulative Health Record (Form LF.009).

Reporting Recommendation. If copies of the scoliosis screening results are to be
preserved for local administrative purposes, the following form can be used to preserve
summaries of scoliosis screenings for each school division.

¢ Scoliosis Report, Virginia Department of Education (form does not have an
identification number or date).

Copy of Forms. See Appendix D for a copy of the following forms:
¢ Scoliosis Report, Virginia Department of Education.

¢ Cumulative Health Record (Form LF.009).
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Speech and Language Screening

Authorization
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Code of Virginia, Section 22.1-214, Board to Prepar e Special Education Program for
Children with Disabilities.

Excerpt:

The Board of Education shall prepare and supervise the implementation
by each school of a program of special education designed to educate and
train children with disabilities between the ages defined in § 22.2-213 and
may prepare and place in operation such program for individuals of other
ages...The program shall require (i) that the hearing of each disabled
child be tested prior to placement in a special education program and (i)
that a complete audiological assessment, including tests which will assess

inner and middle ear functioning, be performed on each child who is
hearing impaired or who fails the test required in clause(i).
Regulations. Virginia Department of Education (Effective January 1994). Regulations

Governing Special Education Programs for Children with Disabilitiesin Virginia.

Richmond, Va.: Author.

Excerpt: Part I11: Responsibilities of LEAS and State Agencies.

8§83.2 Identification, Evaluation, and Eligibility.

C. Screening

2. The screening process for all children enrolled in the school

division is as follows:

a. All children within 60 administrative working days of

initial enrollment in a public school, shall be screened in
the following areas to determine if formal assessment is
indicated:

(1) Speech, voice, and language; and

(2) Vision and hearing.

. Al children (through grade three), within 60

administrative working days of initial enrollment in public
schools, shall be screened for fine and gross motor
functions to determine if formal assessment is indicated.
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c. Specific measures or instruments will be employed which
use:

(1) Both observational and performance techniques; and

(2) Techniques which guarantee non-discrimination.

Overview

The purpose of screening in the area of speech and language isto identify students who
may have a speech-language deficit. Asaresult of the screening, students may be
referred for a specia education eligibility assessment or the speech-language pathol ogist
may consult with the teacher or parents regarding the student’ s speech-language skills.

Recommendation

Personnel and Procedure. The local education agency (LEA) may determinewho is
responsible for the speech-language screenings. Recommended practice would indicate
that screening of early childhood and elementary students should be done by a speech-
language pathol ogist or under that person’ s supervision and that the screening of middle
and high school students be done by the speech-language pathologist, teacher, guidance
counselor, or school nurse. If the LEA designates someone other than the speech
pathologist to implement speech-language screening at the middle or high school level,
in-service training by the speech-language pathol ogist should be conducted.

Pathology. Speech/language pathology includes: &
1. Identification of children with speech or language disorders.
2. Diagnosis and appraisal of specific speech or language disorders.

3. Referral for medical or other professional attention necessary for the habilitation of
speech or language disorders.

4. Provisions of speech and language services for the habilitation or prevention of
communicative disorders.

5. Counseling and guidance of parents, children, and teachers regarding speech and
language disorders.

8 \/irginia Department of Education. (1994). Regulations Governing Special Education Programs for
Children with Disabilitiesin Va. Richmond, Va.: Author.

214



VIRGINIA SCHOOL HEALTH GUIDELINES 215

Referral and Follow-Up Process. Documentation of testing of children unable to
successfully complete the speech and language screenings according to the established
criteria should be forwarded to the director of special education or the director’s
designee.

Screening Instruments. There are anumber of commercially available screening
instruments. Sample informal screening tools are included on the following pages.
Regardless of the instruments used, local norms should be established to determine the
validity of the screening instrument for that population. Please contact the speech-
language pathol ogist(s) serving the LEA for further information on screening
instruments.

Recor ding Recommendation. A record of the speech and language screenings of each
student can be kept by recording the results on the following form:

¢ Cumulative Health Record (Form LF.009).

Copy of Form. See Appendix D for acopy of the following form:
¢ Cumulative Health Record (Form LF.009).

Sample Forms.

The sample speech-language screening forms noted below are provided on the following
pages.

¢ Speech-Language Kindergarten Screening.
¢ Speech-Language Screening: Grades 1 —5.

¢ Speech-Language Screening Checklist: Grades 6 — 12.



216

[SAMPLE]
SPEECH-LANGUAGE KINDERGARTEN SCREENING

Date:

NAME: TEACHER: SCHOOL.:

I. ARTICULATION: Say the following words asking the student to imitate them. Write exactly what
the student says.

MOM DAD VALUES Z00S

POP TOOT LITTLE SIS

WON GAG JUDGE RARE

BIB COKE SHUSH THIRTEEN

NINE FIFE CHURCH SPRING
I1. LANGUAGE

A. Body Parts (Criterion: 5/6)

Show me your:

Head Arm__ Knee_ Hand ___ Shoulder  Neck
B. Opposites (Criterion: 2/3)

Brother isaboy, sisterisa . Aturtleisslow, arabbitis
The sun shine shines during the day, the moon shines at

C. Distinguishes Prepositions (Criterion 3/4)

Put the block: on the chair under the chair

in front of the chair beside the chair

D. Verba Expression and Reasoning (Criterion 3/3)
What do you do when you are tired?

What do you do when you are hungry?

What do you do when you are cold?

E. Function (Criterion 4/5)
What do you do with: acup scissors abrush

ashovel apencil

F. Observations
[J Voice Quality --- Comments:

[ Stuttering --- Comments:

[ Intelligibility --- Comments:

RETURN THIS SCREENING FORM TO:
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GRADES 1-2

Do you see the cookies right here? (Point to the cookies.) Well, thisboy did, too. So he
got achair and put it next to the refrigerator. Then he climbed on the chair, watching
those cookies all thetime. OOPS! The chair turned over and the boy started to fall.
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[SAMPLE]
SPEECH-LANGUAGE SCREENING
Grades 1-5
NAME AGE GRADE DATE
SCHOOL TEACHER EXAMINER

ARTICULATION

Ask the child to repeat the following sentences. Circle the words that the child mispronounced.
Today Pete’ s job was to bake a cake for Kurt.

2. Suzierepaired five television sets.

3. Push the garage door closed.

4. George is watching the magic show.

5. We will ride with Lucy to the yellow house.

6. Nancy found some hangersin my brown bag.
LANGUAGE

For grades 1-5: Engage the student in a conversation and note his use of language,
articulation, fluency and voice. Things that you can ask to elicit speech are:

“Why did your family move to rd
“How isyour other school like (different from) this new school 7’
“Tell me about your family, hobbies.”

LIKENESSES AND DIFFERENCES

For grades 3-5:

For each pair, tell one way they are alike and tell one way they are different:
watch --- clock (L)

bus ----- train (D)

RETURN THIS SCREENING FORM TO:
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[SAMPLE]
SPEECH-LANGUAGE SCREENING CHECKLIST
Grades6 - 12
Student’s Name Date
DOB___/_ |/ __ Age____ School
Student’ s Counsel or ID#
Homeroom Teacher Date Entered School

This checklist isto be completed for every student who is new to this school by the student’s Language
Arts teacher.

This student has been ridiculed by his/her peersfor (specify):

F=Frequently =~ O=COccassionally =~ N=Not at all N=Not Observed

This student avoids talking in class.

This student appears frustrated when trying to talk.

This student avoids talking to peers/adults.

This student seems concerned about his/her speech.

This student withdraws from group activities.

| feel uncomfortable when trying to communicate with this student.

Academic
This student is experiencing difficulties with:
Listening skills

Concept work

Following directions
Oral reading

Reading comprehension
Other (Specify)

OBSERVATIONS

U Voice Quality ---Comments.

0 Stuttering---Comments:

U Intelligibility---Comments:

] Articulation---Comments:

RETURN THIS SCREENING FORM TO:
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Vision Screening

Authorization

Code of Virginia, Section 22.1-273, Sight and Hearing of Pupil to be Tested. The
Code of Virginia requires that within the time periods and at the grades provided in
regulations promulgated by the Board of Education, the principal of each such school
shall cause the sight and hearing of the relevant pupilsin the school to be tested, unless
such students are pupils admitted for the first time to a public kindergarten or elementary
school who have been so tested as part of the comprehensive physical examination
required by § 22.1-270 or the parents or guardians of such students object on religious
grounds and the students show no obvious evidence of any defect or disease of the eyes
or ears.

Excerpt: See Appendix A for Code of Virginia, § 22.1-273.

Code of Virginia, Section 22.1-214, Boar d to Prepar e Special Education Program for
Children with Disabilities.

Excerpt:

The Board of Education shall prepare and supervise the implementation
by each school of a program of special education designed to educate and
train children with disabilities between the ages defined in § 22.2-213 and
may prepare and place in operation such program for individuals of other
ages...The program shall require (i) that the hearing of each disabled
child be tested prior to placement in a special education programand (ii)
that a complete audiological assessment, including tests which will assess
inner and middle ear functioning, be performed on each child who is
hearing impaired or who fails the test required in clause(i).

Regulations. Virginia Department of Education (Effective January 1994). Regulations

Governing Special Education Programs for Children with Disabilitiesin Virginia.

Richmond, Va.: Author.

Excerpt: Part I11: Responsibilities of LEAS and State Agencies.
83.2 Identification, Evaluation, and Eligibility.
C. Screening.

2. The screening process for all children enrolled in the school
division is asfollows:

a. All children within 60 administrative working days of initial
enrollment in a public school, shall be screened in the
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following areas to determine if formal assessment is
indicated:

(1) Speech, voice, and language; and
(2) Vision and hearing.

b. All children (through grade three), within 60 administrative
working days of initial enrollment in public schools, shall be
screened for fine and gross motor functions to determine if
formal assessment is indicated.

c. Specific measures or instruments will be employed which use:
(1) Both observational and performance techniques; and

(2) Techniques which guarantee non-discrimination.

SUPTS. MEMO. SUPTS. MEMO. No. 159, August 19, 1987, Subject: Procedure for
Implementing School Law 22.1-273. (See Appendix A for copy of SUPTS. MEMO.)

Excerpt:

Because all children are required to have a physical examination
when they first enter school, it was determined that this requirement
would provide adequate screening for kindergarten students.
Therefore, the only health screening required to be done for pupils
will be for sight and hearing defectsin grades 3, 7, and 10.

SUPTS. MEMO. SUPTS. MEMO. No. 168, September 2, 1987, Subject: Procedure for
Implementing School Law 22.1-273. (See Appendix A for copy of SUPTS. MEMO.)

Excerpt:
Existing Board of Education regulations as specified in Regulations

Governing Special Education Programs in Handicapped Children
and Youth in Virginia, September 1984 stipulate that:

All children, within 60 administrative working days of
initial enrollment in a public school, shall be screened
in the following areas to determine if formal
assessment is indicated: (a) speech, voice, and
language; (b) fine and gross motor functions; and (c)
vision and hearing.

Additional screening for vision and hearing should now occur in
grades 3, 7, and 10.

Note: Individual school divisions with the available resources may choose to expand the
vision screening program based on the current research that suggests that all children,
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beginning in the newborn period, benefit from age appropriate vision screening. Early
identification of conditions that interfere with vision isimportant, because visual stimuli
are critical to the development of normal vision.

Summary. InVirginia, vision screening isrequired as follows:

¢ Component of the School Entrance Health Form: Part 11 — Comprehensive Physical
Examination Report. (See Code of Virginia, § 22.1-270.)

¢ Grades 3, 7, and 10—unlesstested as part of the School Entrance Health Form: Part
Il — Comprehensive Physical Examination Report. (See Code of Virginia, § 22.1-
273))

¢ All children within 60 administrative working days of initial enrollment in a public
school (See Regulations Governing Special Education Programs for Children with
Disahilitiesin Virginia, effective January 1994).

Overview

Vision screening and eye examination are essentia for detecting visual impairment.
Conditions that lead to visual abnormalities may lead to inadequate school performance
and prevent students from obtaining maximum benefits from their educational
experience. Undetected impairments of the visual process can lead to permanent 10ss of
vision in the affected eye, loss of depth perception, decreased integration of visual and
motor skills, potential decreasein learning ability, and problemsin school adjustment.

Vision screening should be carried out as part of the regular plan for continuing care
beginning at the age of 3. Vision screening guidelines have been endorsed by the
American Academy of Pediatrics (AAP), the American Association for Pediatric
Ophthalmology an Strabismus (AAPOS), and the American Academy of Ophthal mology
(AAO) for use by all pediatric vision screening professionals (including physicians,
nurses, educational institutions, and public health departments) to standardize the process
of vision screening and to detect children with vision impairments who might be
overlooked.

The school screening programs generally focus on visual acuity and color discrimination.
However, all children should receive a complete eye examination, including testing for
ocular alignment, by their health care provider or an eye specialist. Ocular alignment in
the preschool and early school-age child is of considerable importance. The development
of ocular muscle imbalance may occur at any age in children and may represent not only
simple strabismus (i.e., deviation of the eye in or out) but also serious orbital, intraocular,
and intracranial diseases.

Finally, history of vision or eye problems, family history of vision or eye problems, and
parental concerns about a child’s visual functioning are all important to the complete
assessment of achild’svision. Every attempt should be made to examine the child’s
previous medical record prior to evaluation. If thisisnot possible, when results of the
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eye screening indicate a problem or potential problem the past medical history recorded
on the Health Information Form (Part | of MCH 213 form) should be examined for
changes over time.

Recommendation

Procedure and Personnel. Each school division may set a policy, assigning the
personnel responsible for completion of vision screening. Classroom teachers, physical
education teachers, school nurses, or parent volunteers given the responsibility for vision
screening should receive instruction in the proper techniques to be used. In addition,
personnel should understand that vision screening is designed only to identify students
who may need further attention. It isnot for the purpose of diagnosis. No attempt should
be made by screening personnel when contacting the parents of a child who does not
meet the screening criteriato provide adiagnosis. Personnel conducting the screening
should give an explanation of the test procedure to the class as a group, and individually
as needed, prior to the testing to assure that students understand the purpose and the
process. Confidentiality needs to be maintained; therefore, students should be screened
in a private setting.

Testing Proceduresfor Assessing Visual Acuity. Several eye charts are available for
testing visual acuity in children. In order of decreasing cognitive difficulty, these are:
Snellen Letters, Snellen Numbers, Tumbling E, HOTV, Allen Figures, and LH (Leah
Hyvarinen) Test. (Note: The Titmus tester may be used in place of charts. The MTI
Photo Screener may be used in the identification of serious eye disorders and with small
children who are difficult to screen.) The test with the highest level of difficulty that the
child is capable of performing should be used. In general, the Snellen Eye Chart or
Tumbling E will be appropriate for school vision screening.

Guidelinesfor Use of Eye Chart. Visual acuity may be tested at 10, 15, or 20 feet
(using the appropriate chart). For young children, a distance of 10 feet may result in
better compliance due to closer interaction with the examiner. Care should be taken to
select for testing aroom that is without distractions and that has diffuse lighting and is
without glare, to make sure the child stands at the appropriate distance from the chart (the
distance may be marked off with a piece of masking tape or paper feet placed at the
measured distance) and that the child does not “peek” with the eye that is covered and not
being tested.

Directions for use of an eye chart vary based on the chart being used. The tester should
carefully review screening procedures for the specific chart that is used. The following
are general steps for using an eye chart for testing visual acuity.

1. Eacheyeistested separately. Tell the student to keep both eyes open during testing. Test
the right eyefirst by covering the left eye with an occluder, acard, or paper cup. Note: A
child who has corrective eyeglasses should be screened wearing the glasses. However,
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eyeglasses prescribed for use while reading should not be worn when distance acuity is
being tested.

2. Instruct the student to read the letter to which you point. (Pointing should be done below
the symbol or letter.) Note: With younger children, start with alarge line to assure that
the student understands the directions.

3. If astudent failsthe practice line, move up the chart to the next larger line. |If the student
failsthisline, continue up the chart until alineisfound that the student can pass. Then
move down the chart again until the student failsto read aline. After the student has
correctly identified two symbols on the 10/25 line, move to the critical line (10/20 or
20/40 equivaent). To passaline, astudent must identify at least four of the six symbols
on the line correctly. Repeat the above procedure covering the right eye.

4. Record results. If avisual acuity of 20/40 or lessis established for either eye, arrange a
second screening within two weeks to one month. Referral should be made if the second
screening results are not improved. In addition, record the name of the test administered.

5. Record screening results, per state and local policy, on student’s permanent health record.

6. At theend of the school year record vision screening results on the School Summary of
Screening of Vision and Hearing: Report to Principal (LF.011) and Summary of
Screening of Vision and Hearing: School Division Report (LF.010).

Note to Examiners. Vision results are written and spoken of as one number over
another (e.g., 20/20). The figuresrefer to the distance at which a standard object can be
recognized. The top number refers to the number of feet from the eye chart, and the lower
number refers to the line of the chart the person is able to read. A person who is
nearsighted (myopia) may only be able to recognize at 20 feet an object that a person
with perfect vision (20/20) can recognize at 100 feet. In this case, the results would be
recorded as 20/100.

Testing Proceduresfor Assessing Color Discrimination. ldeally, screening for color
deficiency is recommended in the second semester of the first grade because of
educational or vocational implications. Thereisno treatment. The Ishihara Test isthe
recommended test and comes with instructions with which the examiner should be
familiar before beginning the testing. A room with adequate lighting should always be
used.

Children’s Vision Screening Training. Prevent Blindness Virginia® provides training
by certified instructors on the nation’ sfirst nationally certified Children’s Vision
Screening Program. At the time of devel opment of this manual, Prevent Blindness
Children’s Vision Screening Training is endorsed by Virginia Society of Ophthalmology,
Medical Society of Virginia, and Virginia Optometric Association.

The screening test includes the following components:
¢ Observation: Screener checks the youngster’s eyes for signs of problems (e.g., watering eyes and
swollen or crusted lids, child’s behavior, constant rubbing of the eyes or tilting the head).
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¢ Distance Acuity: Screener checks the child’ s distance acuity, choosing from recommended
charts, to measure a child’ s ability to see detail from a distance.

¢ Sereopsis: For children through age nine or third grade, the screener checksif the child’s eyes
appear to be working together. The screener puts a pair of “ special” sunglasses on the child
and asks the child to point to which card has a picture. Children whose eyes are not working
together do not see a picture. These youngstersrun a high risk for having “ lazy eye” or
amblyopia,” which can cause permanent loss of sight in the affected eye. The disorder is
treatable when detected early.

Prevent Blindness Virginia® is an affiliate of Prevent Blindness America, ® the nation’s
leading volunteer eye health and safety organization dedicated to fighting blindness and
saving sight.

For further information on the Prevent Blindness' Children’s Vision Screening Training
program, vision, and eye health and safety, please contact:

Prevent Blindness Virginia®

9840-R Midlothian Turnpike

Richmond, VA 23235

Telephone: (888) 790-2020, Virginiatoll free; (804) 330-3195, Richmond
Area

Web site: http://mwww.pbv.org/

Referral and Follow-Up Process. Parents of all students who do not perform
satisfactorily on avision screening and subsequent re-test (within two weeks to one
month) should be notified by school health personnel. On average, approximately 7 to 8
percent of students screened nationwide are referred for further evaluation. A referral
means only that there is sufficient deviation in the child s visual condition to justify a
more complete examination by a qualified eye specialist.

Every attempt should be made by school health personnel to work with parents,
encouraging follow-up care with their health care provider and getting feedback on any
changes that the health care provider recommends, in order that school personnel can
make the appropriate educational adjustments.

If a student has been identified as having a visua impairment, school nurses should work
closely with classroom teachers to insure any necessary adjustments are made in the
classroom so that the student is provided with an optimum learning experience.

Documentation

Recording Requirement. Every principal must keep arecord of the testing of the sight
of the relevant students and must notify the parent or guardian, in writing, of any defect
of vision or disease of the eyes found. (See Code of Virginia, §22.1-273.)

Proof of Testing the Sight of Pupils. A record of the testing of the sight of each
student can be kept by recording the results on the following form:
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¢ Cumulative Health Record (Form LF.009).

Reporting Requirement. Copies of the sight testing report are to be preserved for use
by the Superintendent of Publication Instruction, as the Superintendent may require. The
following form can be used to preserve the reports as below. (See Code of Virginia 8
22.1-273))

¢ Summary of Vision and Hearing: Report to the Principal (Form LF.011, 3/95). This
form is used to record a summary of the vision screening results for each school, by
required grade level. The completed form is sent to the LEA superintendent
designee.

¢ Summary of Screening of Vision and Hearing: School Division Report (LF.010,
3/95). Thisformisused to record asummary of vision screening results for each
school division, by required grade level. It isacompilation of each school’s LF.011.

Copy of Forms. See Appendix D for a copy of the following forms:
¢ Summary of Vision and Hearing: Report to the Principal (Form LF.011, 3/95).

¢ Summary of Screening of Vision and Hearing: School Division Report (LF.010,
3/95).

¢ Cumulative Health Record (Form LF.009).

Resources

AAP Policy Statement: Proposed Vision Screening Guidelines. (1995). AAP News, 11
(1).

American Academy of Pediatrics (1996). Eye Examination and Vision Screening in
Infants, Children, and Y oung Adults. Policy Statement (RE9625). Pediatrics, 98 (1), pp.
153-157.

American Nurses Association (1994). Clinician’s Handbook of Preventive Services.
Waldorf, Md.: American Nursing Publishing.

Green M. (Ed.). (1994). Bright Futures Guidelines for Health Supervision of Infants,
Children, and Adolescents. Appendix F. Vision Screening Guidelines (Ages 3 and
Older). Arlington, Va.: National Center for Education in Maternal and Child Health.

Massachusetts Department of Public Health. (1995). Comprehensive School Health
Manual. Boston, Mass.: Author.

Merenstein G.B. (1997). Handbook of Pediatrics 18th Ed. (pp. 452-453). Stanford,
Conn.: Appleton & Lange.
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National Association of School Nurses. (1998). Vision Screening Guidelines for School
Nurses. Scarsborough, Me.: Author.

Prevent Blindness Virginia® (See reference on previous page.)

U.S. Preventive Services Task Force. (1996). Guide to Clinical Preventive Services, (2nd
Edition). Report of the U.S. Preventive Services Task Force. Baltimore, Md.: Williams
and Wilkins.
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Implementing Special Education: Students
With Special Needs

Introduction. The number of children and adolescents with special health care needsin
Virginia schools has increased over the last 20 years due to legislation requiring
education be provided to all children in the least restrictive environment, changing social
attitudes that promote inclusion of children with special needs in schools and other
community groups, improvements in medical technology, and advances in educational
research of special needs populations. Determination of achild’s need and eligibility for
services at the earliest possible time leads to better educational outcomes for the child.
School nurses and other school health personnel are involved in identifying and serving
students with specia needs.

Historical Perspective: Key Federal Legislation

Listed below are summaries of some key special education federal laws and acronyms of
specia education.

Early Education for Handicapped Children Program of 1970. In 1970, Congress
passed the Early Education for Handicapped Children Program, providing seed money
for the devel opment and operation of experimental, demonstration, and outreach
preschool and early intervention programs for handicapped children. Thiswasthe
federal government’ sfirst major effort in early intervention.

Rehabilitation Act of 1973 (Public Law 93-112). The Rehabilitation Act of 1973
prohibits discrimination on the basis of disability in programs conducted by federal
agencies, in programs receiving federal financial assistance, in federal employment, and
in the employment practices of federal contractors. The standards for determining
employment discrimination under the Rehabilitation Act are the same as those used in
Title| of the Americans with Disabilities Act of 1990.

¢ Section 504. Section 504 of the 1973 Rehabilitation Act isthe basic civil rights
legislation prohibiting discrimination against persons with *handicapping conditions’
in programs that receive federal funds. This includes public schools.

¢ Handicapping Condition. The definition of “handicapping condition” in Section 504
is: a handicapped student is one who has a physical or mental impairment that
substantially limits one or more life activities (such as working, eating, dressing,
breathing). The Office of Civil Rights, which oversees enforcement of the statute,
has determined that this may include drug and alcohol addiction, attention deficit
disorder, AIDS, hospitalization due to depression, and other conditions not typically
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qualifying under special education. Federal special education funds cannot be used to
comply with 504. %

Education Amendments of 1974 (Public Law 93-380). In 1974, to assure appropriate
education opportunities for children with special needs, Congress passed the Education
Amendments of 1974, which guarantees due process and provision of education in the
least restrictive environment.

Education for All Handicapped Children Act of 1975 (Public Law 94-142). In 1975,
Congress passed alaw called the Education for All Handicapped Children Act (EHA).
This law established legal standards and requirements for the education provided to
children with disabilities. Thislaw required all statesto provide a“Free, appropriate
public education” to school-age children with handicapsin the “least restrictive
environment.”

¢ Section 619. Section 619 of the EHA provided incentives to states to serve
handicapped children ages 3to 5.

¢ Handicapped Children. Under this law, “handicapped children” were defined as
those who are mentally retarded, hard of hearing, deaf, speech impaired, visually
handicapped, seriously emotionally disturbed, orthopedically impaired, other health
impaired, or who have specific learning disabilities, and who by reason of these
handicaps require special education and related services.

¢ Related Services. Under thislaw, “related services,” which included school health-
related services, were among those services that must be provided to sustain these
children’s attendance. These services are described in P. L. 94-142 and include,
among others, school health services; physical, occupational, and language therapy;
modification of classroom schedules; and if necessary, actual physical alterations of
the school.

¢ Least Restrictive Environment. To the extent possible (given the nature and
severity of the child’s handicap), the child should be educated in the regular
classroom with peers who are not handicapped.

Note: The EHA was to be re-enacted every 4 years, resulting in numerous changes in the
Act over the intervening two decades.

Public Law 98-109 of 1983. In 1983, believing that it was time to encourage states to
expand services to preschool children, infants, and toddlers with handicaps, Congress
passed P.L. 98-109. That |egislation set aside money for planning, development, and
implementation grants dealing with the preschool populations—allowing states to apply

8 Adams, Richard M. (1995). School Nurse's Survival Guide: Ready-to-Use Tips, Techniques &
Materials for the School Health Professional (p. 277). Englewood Cliffs, N.J.: Prentice Hall.
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for grants to provide services to disabled children age birth through 3 years. In the first
quarter of 1985, 20 states received such grants.

Education of the Handicapped Act Amendments of 1986 (Public Law 99-457). In
1986, Congress enacted P. L. 99-457, the Education of the Handicapped Act
Amendments of 1986. This legislation amended the Education of All Handicapped
Children Act (EHA) to, among other things, replace the preschool grants program (Part
B, Section 619) and create a new early intervention program for infants and toddlers (Part
H). The least restrictive environment concept was continued.

¢ Part B, Section 619. Replaced the preschool grants program authorized by P.L. 94-
142 with a new program (Part B, Section 619) for children with disabilities, ages 3
through 5.

¢ Children with Disabilities. Under thislaw, the term “handicapped children” was
replaced with “ children with disabilities.” Thisterm means mentally retarded, hard of
hearing, deaf, speech or language impaired, visually handicapped, severely
emotionally disturbed, orthopedically impaired, or other health impaired, or children
with specific learning disabilities, who by reason thereof require special education
and related services. (20 U.S.C. § 1401 [a].)

¢ Infant and Toddlers Program. Created anew state grant program (Part H) to
encourage states to plan, develop, and implement early intervention services to
infants and toddlers with developmental delay and their families. States participating
in the Part H program were permitted five years (1988-1993) to develop programs to
provide appropriate services to eligible children and their families.

¢ Infantsand Toddlerswith Disabilities. Under thislaw, the term “infants and
toddlers with disabilities’ is defined as children from birth through age 2 who
required early intervention services because they (a) are experiencing developmental
delays, as measured by appropriate diagnostic instruments and procedures in one or
more of the following areas: cognitive development, physical development, language
and speech devel opment, psychosocia development, or self-help skills, or (b) have a
diagnosed physical or mental condition that has a high probability of resulting in
developmental delay. (20 U.S.C. § 1472.)

Individuals with Disabilities Education Act of 1990 (Public Law 101-476). In
October 1990, Congress passed P.L. 101-476, which reauthorized the Education for All
Handicapped Children Act (EHA), Parts C through G, through fiscal year 1994, changed
the name to the Individual s with Disabilities Education Act (IDEA), and made minor
changesto Parts B and H. There were some changes in the definition categories for
special education and related services, including new categories of traumatic brain injury,
developmental delay, and autism. Also, additional services, such astransition and
assistive technology, were added.

Americanswith Disabilities Act of 1990. The Americans with Disabilities Act (ADA)
was signed into law on July 26, 1990. The ADA prohibits discrimination on the basis of
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disability in employment, programs and services provided by state and local
governments, goods and services provided by private companies, and in commercial
facilities. The ADA protects every person who either has, used to have, or istreated as
having a physical or mental disability that substantially limits one or more mgjor life
activity. Individuals who have serious contagious and non-contagious diseases—such as
HIV/AIDS, cancer, epilepsy or tuberculosis—are also covered under the auspices of
ADA. The ADA extends the coverage of Section 504 of the Rehabilitation Act of 1973.

¢ Public Schools. The ADA accords persons with disabilities meaningful accessto
programs and facilities of public schools, aswell as most business. It requires
employer to make “ reasonable accommodation” for disabled persons to enable them
to perform the job. &

Individuals with Disabilities Education Act Amendments of 1997 (Public Law 105-
17). The Individuals with Disabilities Education Act Amendments of 1997 (IDEA 97)
were signed into law on June 4, 1997. (Final implementing regul ations released March
12, 1999.) The new law consists of four parts: Part A—Genera Provisions, Part B—
Assistance for Education of All Children with Disabilities, Part C—Infants and Toddlers
with Disabilities (formerly Part H), and Part D—National Activitiesto Improve
Education of Children With Disabilities. An overview of implementing IDEA 1997 in
Virginiais provided in the next subsection.

¢ Children with Disabilities. Under thislaw, the term “children with disabilities’ is
defined as those children evaluated in accordance with the federal special education
regulations as having mental retardation, hearing impairments (including deafness),
speech or language impairments, visual impairments (including blindness), serious
emotional disturbance, orthopedic impairments, autism, traumatic brain injury, other
health impairments, specific learning disabilities, deaf-blindness, or multiple
disabilities, and who, because of those impairments, need specia education and
related services.

¢ Related Services. Under thislaw, “related services’ are defined asfollows:
transportation, and such developmental, corrective, and other supportive services—
including speech language pathology and audiology, psychological services, physical
and occupational therapy, recreation (including therapeutic recreation and social
work services), and medical and counseling services (including rehabilitation
counseling), except that such medical services shall be for diagnostic and evaluation
purposes only—that may be required to assist a child with a disability to benefit from
special education. (IDEA, 20 U.S.C. 1401 [17].) Theterm also includes school
health services, socia work services in the schools, and parent counseling and
training. (34 C.F.R. 300.1 3[a].)

8 Adams, Richard M. (1995). School Nurse's Survival Guide: Ready-to-Use Tips, Techniques &
Materials for the School Health Professional (p. 271). Englewood Cliffs, N.J.: Prentice Hall.
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Subsections

The following subsections provide guidance on implementing key legislation and
regulations.

¢ Implementing IDEA

¢ Part C (Formerly Part H)

¢ Implementing Section 504 of the Rehabilitation Act

¢ Specia Education Assessment

Note: School nurses, teachers, and other staff members are encouraged to refer to the
following manual for guidance on caring for students with special health care needsin
the school setting: Keen, T. (Ed.) with Ford, N., Henry, J., and Cox A. (Consulting Eds.).

(1996). Guidelinesfor Specialized Health Care Procedures. Richmond, Va.: Virginia
Department of Health.
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Implementing IDEA

Authorization

Individuals with Disabilities Education Act (IDEA). The IDEA (formerly called
Public Law 94-142 or the Education for All Handicapped Children Act of 1975) requires
public schools to make available to all eligible children with disabilities afree
appropriate public education in the least restrictive environment, appropriate to their
individual needs. The Individuals with Disabilities Education Act Amendments of 1997
(Public Law 105-17) were signed into law on June 4, 1997.

Note. The Virginiaregulations were under revision to comply with IDEA regulations at
the time this manual was being devel oped.

Code of Virginia Section 22.1-213, Definitions (special education program for
children with disabilities). The Code of Virginia, § 22.1-213 defines “children with
disabilities’ asthose persons:

1 W
ho are aged two to twenty-one, inclusive [i.e., ages 2 through 21],
having reached the age of two by the date specified in § 22.1-254.

ho are mentally retarded, physically disabled, seriously
emotionally disturbed, speech impaired, hearing impaired, visually
impaired, multiple disabled, other health impaired including
autistic or who have a specific learning disability or who are
otherwise disabled as defined by the Board of Education.

ho because of such impairments need special education.
Excerpt: See Appendix A for Code of Virginia § 22.1-213.

Code of Virginia § 22.1-214, Board to Prepare Special Education Program for
Children With Disabilities. The Code of Virginia requires the Board of Education to
ensure that each school division in Virginia has a special education program to educate
and train children with disabilities. Virginiarequiresthat all children with disabilities
between the ages of 2 and 21, inclusive (i.e., ages 2 through 21), be identified, evaluated,
and have made available to them a free and appropriate public education (FAPE). School
divisions are mandated to comply with these regulations under Article V111, Section | of
the Constitution of Virginia, Title 22.1 of the Code of Virginia, and the federal
Individuals with Disabilities Education Act (20 U.S.C. Section 1400-1485).

Excerpt: See Appendix A for Code of Virginia § 22.1-214.
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Regulations. The Board of Education has established regulations governing the
implementation of special education and related services for students with disabilitiesin
Virginia. After the federal regulations are finalized, the Virginia Board of Education will
update its special education regulations to comply with those at the federal level. Until
thisis completed, information regarding special education regulationsin Virginiais taken
from: Virginia Department of Education (Effective January 1994). Regulations
Governing Special Education Programs for Children with Disabilitiesin Virginia.
Richmond, Va.: Author.

Definitions. Key general definitions from Regulations Governing Special Education
Programs in Handicapped Children and Youth in Virginia, Virginia Department of
Education, effective January 1994, are included in the following chart.

General Definitions of Terms Associated With Special Education

Term Definition
Children with Those children evaluated as having autism, deaf-blindness, a developmental
Disabilities delay, ahearing impairment (which may include deafness), mental retardation,
multiple disabilities, an orthopedic impairment, other health impairment, a
serious emotional disturbance, a severe and profound disability, a specific
learning disability, a speech or language impairment, a traumatic brain injury,
or avisua impairment (which may include blindness), who, because of these
impairments, need specia education and related services.
Age of All eligible children with disabilities who have not graduated from a secondary
Eligibility school or completed a program approved by the Board of Education whose
second birthday falls on or before September 30, and who have not reached
their twenty-second birthday on or before September 30.
Free, Specia education and related services that:
Appropriate 1. Areprovided at public expense, under public supervision and without
Public charge.
Education 2. Meet the standards of the Board of Education.
(FAPE) 3. Include preschool, elementary school, middle school, or secondary
schools, and/or vocation education.
4. Areprovided in conformity with an individualized education program.
FAPE is a statutory term, which requires special education and related
services to be provided in accordance with an individualized education
program (IEP).
Individualized  Written statement for each child with a disability, developed in any meeting by
Education arepresentative of the local education agencies (LEA) who shall be qualified
Program (IEP)  to provide, or supervise the provision of specially designated instruction to

meet the unique needs of children with disabilities, the teacher, the parents of
such child, and whenever appropriate, such child.

Note: Categorical definitions of disability as defined by federal and state guidelines, and
definitions of services and supports that are contained in the Regulations Governing
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Special Education Programs in Handicapped Children and Youth in Virginia, Virginia
Department of Education, effective January 1994, are provided in the Appendix A.

Process and Procedures for Implementing IDEA

Note. The following information reflects the IDEA Amendments of 1997 and aspects of
the Virginia Special Education Regulations (1994). &

Child Find. Public awareness responsibilities of local school divisions include:

¢ Conducting a public awareness campaign annually that involves parents and
community membersin child find and community awareness campaign.

¢ Maintaining an active and continuing child find program to locate children birth
through 21, in need of special education.

Screening. Each local school division isresponsible for establishing and maintaining
screening. Screening is to include the following within 60 days of initial enrollment:
(Please refer to the section on “Population-Based Screening” within this chapter, for
specific screening information.)

1. Speech, voice, and language.
2. Vision and hearing.
3. Fine and gross motor function (through grade three).

Child Study. Formal committee established in each school to review records and
performance of students referred through a screening process or by another source and to
decide what course of action isindicated. The committee may be termed “Instructional
Support Team,” “Teacher Assistance Team,” or other similar terminology. The school
nurse may be a part of this committee.

Evaluation. Procedures used to determine whether a child has a disability under IDEA.
Each local school division shall have established policies and procedures related to the
evaluation of referred students. Policies and procedures include parental consent,
confidentiality, written notification, nondiscriminatory testing, qualified personnel, and
notification of parental rights.

8 Virginia Department of Education (Effective January 1994). Regulations Governing Special Education
Programs for Children with Disabilitiesin Virginia. Richmond, Va.: Author.
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A team of individuals, including the parents, determines what will be assessed. These
may include health, vision, hearing, social and emotional status, general intelligence,
academic performance, communicative status, and motor abilities. Virginialaw requires
hearing screening for all students evaluated for special education. Thisistypically
accomplished through the assessment of components that are contained in the following
chart.

Assessment Components of Suspected Disability

Component Description

Educational Written report describing current educational performance and
identifying instructional strengths and weaknesses in academic skills and
language performance.

Medical Written report from alicensed physician indicating general medical

history and any medical/health problems that may impede |earning.

Sociocultural Written report from a qualified visiting teacher or school social worker
that describes family history, structure, and dynamics; developmental
and health history; and social/adaptive behavior in the home, school, and
community. The information is obtained through interviews with parents
or primary caretakers in addition to use of other social appraisal
methods.

Psychological Written report from a qualified psychologist based on the use of a
battery of appropriate instruments that shall include individual
intelligence test(s) and psycho-educational tests.

Developmental Written report of assessment of how the child functions in the major
areas of development (such as cognition, motor, social/adaptive
behavior, perceptions, and communications), where required in the
regulations for assessing the specified handicapping conditions.

Other Where indicated (e.g., audiological, speech-language). All assessments
must be provided in written format and must be conducted by qualified
personnel. To be qualified, professionals must meet any applicable
licensing requirements.

Eligibility. A committee made up of persons representing the disciplines providing the
assessments and the special educator administrator or designee shall determine if the
student has adisability under IDEA and if the student requires specia education and
related services. The school nurse may be a part of this committee. A written summary of
its deliberations and findings is prepared, and if the child is found to be eligible, the
summary is forwarded to the |EP committee.

Individualized Education Program (1EP). A written program for each child with a
disability that is developed by a committee consisting of arepresentative of the local
school division who is qualified to provide or supervise the provision of special
education, the child’ s teacher (general and special education), the child’ s parents, the
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child (if appropriate), and other individuals at the discretion of the parents (may include
an advocate) or local school division (may include a member of the evaluation team or
related service provider). The school nurse may be a part of the committee and will
perform an important role in the devel opment of goals, objectives, and services for
students with special health needs.

The written plan must include the following components:

¢ A statement of the child's present level of educational performance.

¢ A statement of annual goals and objectives.

¢ A statement of specific special education and related services to be provided.
¢ Objective criteria and evaluation procedures and schedules.

¢ A statement of the needed transition services, if age 14 or older.

¢ Discussion of communication, assistive technology, Braille, limited English
proficiency, and behavior needs as appropriate.

¢ A statement of provision regarding the Virginialiteracy assessment program.

The parent shall be given a copy of the IEP and information regarding due process
procedural safeguards that stipulate their rights as parents of the student with adisability.
The IEP should be revised at |east annually.

Instruction. Instruction is provided according to the terms of the |IEP.

Placement. Educational placement is based on the child’ s 1EP, is determined at least
annually, and occurs as close as possible to the child’s home. Unless indicated otherwise
by the IEP, the child is educated in the school that the child would attend if nondisabled.
Alternative placements follow a continuum, including integrated service delivery with
general education, special classes, special schools, home instruction, instruction in
hospitals or institutions, or residential placement.

Annual Review. Each local school division isresponsible to initiate and conduct
meetings periodically to review each child’'s |EP and, where appropriate, revise its
provisions. A meeting must be held for this purpose at |east once ayear. A reevaluation is
conducted at least every three years.
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Implementing Part C of IDEA (Formerly Part H)

Authorization

Individuals with Disabilities Education Act (IDEA). The IDEA was amended in 1986
with legislation designed to help states establish a statewide, comprehensive system of
early intervention services for infants and young children with specia needs and their
families. Part H of thislegidlation, P.L. 99-457, mandated services for children beginning
at age three with the option to provide services for children who were devel opmentally
delayed or at risk for developmental delays from birth through the second year of life.
Thisbill established anational policy on early intervention that provided assistance to
states to build systems of service delivery and recognized the unique role of familiesin
the development of their young child with disabilities. Virginia opted to participate in the
optional early intervention program for infants and toddlers from birth through age 2.
Virginia had required special education for children, beginning at age 2, since prior to the
first passage of Federal legislation in 1975. The IDEA Amendment in 1997, reauthorized
the infant and toddler program and renamed the program in Part C.

Implementation of Part C
Goals. The goals of the Part C program include:

1. Todevelop and implement a statewide, comprehensive, coordinated,
multidisciplinary, interagency program of early intervention services for infants and
toddlers with, or at-risk for, disabilities, and their families.

2. Tofacilitate the coordination of payment for early intervention services from federal,
state, local, and private sources.

3. Toenhance states capacity to provide quality early intervention services and expand
and improve existing services.

Early Intervention. Early intervention isaservicethat can begin at birth and is
designed to facilitate the process of development as well as enhance the family’ s capacity
to meet the child' s special needs. These services are tailored to meet the unique needs of
children with developmental delays and their families and include:

¢ Service coordination.

¢ Family training, counseling, home visits.

¢ Health services necessary to enable the infant or toddler to benefit from the other
early intervention services,
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¢ Occupational therapy.

¢ Physical therapy.

¢ Psychological services.

¢ Social work services.

¢ Speech/language pathology services.
¢ Audiology services.

¢ Other support services.

State Agency Authority

The Virginia Department of Mental Health, Mental Retardation and Substance Abuse
Services (DMHMRSAS) has been designated as Virginia' s lead agency for Part C. A
state-level interagency council (Virginialnteragency Coordinating Council - VICC)
meets to advise and assist the lead agency in performing its responsibilities. VICC
members are appointed by the governor and include a representative from the major state
agencies that are engaged in providing services to young children with disabilities, parent
representatives, and community members. There are 40 Local Interagency Coordinating
Councils (LICCs) across the Commonwealth. These LICCs typically are composed of
representatives from the local school division, community services board, health
department, social services department, parents, and direct care providers.
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Implementing Section 504 of the Rehabilitation Act

Definitions

Section 504. Section 504 of the Rehabilitation Act of 1973 (29.U.S.C. 701 et. Seq.)
prohibits discrimination on the basis of handicap in any program or activity receiving
federal financial assistance.

Qualified Person. A qualified person under Section 504 covers a broader population
than the definition of a child with adisability under IDEA. A qualified handicapped
individual under Section 504 is any person who meets one or more of the following
criteria

¢ Hasaphysica or mental impairment that substantially limits one or more magjor life
activities.

¢ Hasarecord of such an impairment.
¢ Isregarded as having such an impairment.
Physical or Mental Impairment. Physical or mental impairment can be:

¢ Any physiological disorder or condition, cosmetic disfigurement, or anatomical loss
affecting one or more body systems: neurological, muscul oskel etal, sense organs,
respiratory, cardiovascular, reproductive, digestive, genito-urinary, hemic and
lymphatic, skin, and endocrine.

¢ Any menta or psychological disorder, such as mental retardation, organic brain
syndrome, emotional or mental illness, and specific learning abilities.

Major Life Activities. Major life activities means such functions as caring for one's
self, performing manual tasks, walking, seeing, hearing, speaking, breathing, learning,
and working.

Record of Impairment. Record of impairment means that the individual has a history of
or has been classified as having amental or physical impairment that substantially limits
one or more major life activities.

Regarded as Having an | mpair ment. Regarded as having an impairment means:

¢ Hasaphysical or mental impairment that does not substantially limit major life
activities but is treated as constituting such limitation.

¢ Hasaphysical or mental impairment that substantially limits major life activities only
as aresult of the attitudes of others toward such impairment.
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